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TOWARD A HEALTHY MATURITY* 


Talcott Parsons, Ph.D. 


The problem of health and illness gener- 
ally lies at a major cross-roads between the 
biological and the social reference points for 
the study of human affairs, with the psycho- 
logical aspect strategically situated some- 
where in the middle. If this be true general- 
ly, perhaps it is even more so where the 
older age groups are concerned. In this con- 
nection, the biological reference must be 
extended from the consideration of the rela- 
tively short-run state of the individual or- 
ganism to that of the life cycle as a whole. 


On the biological side, then, it seems to be 
an essential basic assumption that the life 
cycle as a whole must be considered to be a 
base-line of “normality.” Death itself is 
clearly among the biologically normal phe- 
nomena, and the changes which are insep- 
arably connected with the passage of time 
are equally so. Only premature death and the 
disabilities of later life which, relative to the 
main pattern of the cycle are “adventitious,” 
can be considered to be pathological, and, 
hence, appropriately categorized in the do- 
main of illness. Thus, a person clearly ap- 
proaching death “from old age” is, properly 
speaking, no more “sick” than is a pregnant 
woman approaching.the end of her term, 
however much both may have special re- 
quirements of care and however mtuch the 
proper care may be defined, in part at least, 
as “medical.” However vague this criterion 
of distinction between the normal and the 
abnormal may be, it will be taken as a base- 
line for this discussion; its filling in must 
be a problem for the biological sciences and 
the health professions, not for the sociolo- 
gist. 

Certain more specific facts, however, are 
so important that they must be made ex- 
plicit. First, it is well known that, though 
the average length of human life has greatly 
increased, for example, during the present 


*This paper was presented originally at the Open- 
ing Session of the National Health Forum on “Posi- 
tive Health of Older People,” conducted -by the Na- 
tional Health Council, March 13-17, 1960, at Miami 
Beach, Florida. 
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century, its maximum span has increased 
very little, if at all, within the period for 
which reliable information has been avail- 
able; and much the largest decreases of 
death rates have been in infancy and child- 
hood. Nevertheless, once past these early 
critical periods, there is a greatly enhanced 
probability that the individual will survive 
until a “normal old age.” As a result of fac- 
tors such as these, the proportion of our pop- 
ulation in the older age groups, taking for 


‘instance the conventional cutting point of 


65, has been steadily increasing for a con- 
siderable period, and can be expected to do 
so further for a considerable period of time. 
In 1900, only 4.1 per cent. were 65 and older. 
In 1955, the proportion had grown to 8.5 
per cent. If anticipated trends hold, in 1975 
it will be 9.7 per cent, or nearly one-tenth. 
Hence, by sheer weight of numbers, if noth- 
ing else, the older groups are becoming in- 


creasingly important in our society, as in all 


others where the demographic revolution is 
taking place. 


THE OLDER AGE GROUPS IN TWO CONTEXTS 


In discussing the implications of these 
facts for our society, and for the health 
problem in particular, it is important to em- 
phasize two main contexts. The first of these 
is the American value system in its implica- 
tions for our fundamental attitudes in this 
field, while the second is the trend of change 
in our society, with special reference to the 
process of structural differentiation which 
it is undergoing. 


The American Value System 


In spite of the complexity of our contem- 
porary society and the heterogeneity of its 
population by ethnic origin, region, class, 
religion and other variables, it can be said 
that there is a relatively coherent, unified 
and, on the whole, stable set of values insti- 
tutionalized in America. By the values of the 
society is meant conceptions of the desirable 
type of society, not of other things the valu- 
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ations of which may or may not be shared 
by its members. 

The American value system may be char- 
acterized as one of -the instrumental activ- 
ism. Instrumental, in this connection, means 
that neither the society as a whole nor any 
aspect of it, like the state, is elevated into 
an “end in itself,” but it is considered to be 
an instrumentality for “worth while” things, 
with a very widely open range of concep- 
tions of what things in particular may be 
considered to be worth while. The element 
of activism, however, narrows this range. 


For the unit of the society, whether it be a~ 


collectivity or an individual, it means the 
achievement of something important. So far, 
in turn, as these achievements are contribu- 
tions to the society, they must consist in 
maintenance or, still better, improvement of 
the society as a base and environment for 
achievement. 

The spelling out of this abstract formula 
brings up a number of familiar themes. Valu- 
ing achievement, we must value the condi- 
tions which are essential to it. From the 
point of view of the achieving unit, we may 
speak of freedom and opportunity as the es- 
sential parts of the environment. Freedom 
here implies absence of unnecessarily ham- 
pering restraints, while opportunity is a 
structuring of positive possibilities. Indeed, 
we may go a step further and suggest the 
importance of positive rewards for achieve- 


‘ment which are in some respects involved in 


the somewhat maligned “success” complex. 
This essentially is to say that, if achievement 
is valued, not only should people be given 
freedom and opportunity, but if they in fact 
achieve admirably, this achievement should 
be recognized in some way. 

A strong emphasis on achievement, how- 
ever, raises inevitably the problem of equal- 
ity; because an inherent unevenness of 
achievement and its rewards creates posi- 
tions of differential power and privilege. 
Hence, we not only value achievement as 
such and the freedoms, opportunities and 
rewards that go with it, but also access to 
these good things. The basic formula in this 
respect is equality of opportunity. Opportun- 
ity in turn is, however, a relative concept. 
What is an opportunity for one trained, or 
financially able, to take advantage of it may 


not be an opportunity at all for others. What 
is realistically an opportunity in particular 
depends on the capacity of the individual to 
do what the opportunity in turn makes pos- 
sible. Capacity is the potentiality for achieve- 
ment which, in turn, is partly a matter of 
innate ability, but probably even more of 
the “advantages,” or their reverse, which the 
individual has experienced in his earlier life 
history. 

The activism of our values makes clear 
that we do not value a static, unchanging 
society. Rather, we value one which is con- 
tinually changing in a “progressive” direc- 
tion, which is to say in accord with the cen- 
tral values. Above all, it may be said that 
this direction is defined as a progressive in- 
crease in capacities and opportunities for 
achievement, not only on the same, but on 
progressively higher levels, and in the free- 
doms necessary to use them. The mainte- 
nance of certain equalities—or improvement 
of them—goes without saying. We value 
stability, but a stability in change, not a 
stagnant total absence of change. 


The Importance of the Value-Complex 


What is the bearing of this value-complex 
on our problem? One would very readily 
associate this value-complex with the much 
discussed “accent on youth” of American 
Society. The most important resources of a 
society are the capacities and commitments 
to achievement of its people and, in the na- 
ture of the case, the longer the prospective 
time available to an individual, the greater 
his potential contribution. Hence, the capac- 
ities of the young above all, through the two 
fundamental channels of health and educa- 
tion, have formed a major focus of concern 
in our society, as has the level of opportunity 
open to young people in the educational sys- 
tem and in what it leads to. It is therefore 
not surprising that we have had a very 
grave concern for the young, particularly in 
the period of our very rapid territorial, pop- 
ulation and economic expansion of the last 
century. What many European observers 
have seen as the “child-centered” character 
of American society is perhaps less to be 
interpreted as “indulgence” of children than 
as the centering of concern on them and the 
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investment of resources, economic and other, 
in their futures. 

This tendency is reinforced by another 
important structural fact, namely that the 
succession of the generations tends to focus 
responsibility for the young on the parental 
generation. The younger generation then 
eventually achieves its independence; but 
it is not so obviously a problem what is to 
happen to the elders after their main respon- 
sibilities for their children have been dis- 
charged. As the formerly self-sufficient ones 
from whom independence had to be gained, 
it is perhaps not surprising that it should be 
assumed they should “take care of them- 
selves.” 

Pursuing this line of thought, it seems 
logical that the first major basis of concern 
with the older groups should be a manifesta- 
tion of the more humanitarian aspect of our 
values—our concern with the more elemen- 
tary bases of need, namely, the fundamentals 
of economic subsistence and health. Indeed, 
concern with the older groups as a resource 
could very well be inhibited by a certain 
prodigality of a young and expanding society 
which has coincided with certain types of 
structural change. 

These changes include the immense pro- 
cess of urbanization and industrialization 
_which we have been through. In the simpler 
rural society of our past, where most pro- 
ductive activity was carried on in household 
units, the problem of retirement, as it has 
developed with the growth of large employ- 
ing organizations, was not nearly so acute. 
Much more generally, as is true of such 
conditions today, a person’s capacities were 
more likely to be utilized as long as he was 
physically able to be useful. 

Provision for the elderly in a situation 
where their relative numbers were increas- 
ing and where, for a variety of reasons other 
than sheer economic capacity, it was becom- 
ing progressively more difficult to integrate 
them in the households of their children, 
tended to leave increasing proportions more 
or less stranded and created an emergency 
situation the first major reaction to which 
was the social security legislation of the 
1930’s. 

With increasing maturity of the society, 
however, it is natural that attention should 


turn to the fuller utilization of its less ob- 
vious resources; just as after a somewhat 
prodigal exploitation of natural resources a 
major conservationist movement developed 
in the early part of this century, so in the 
far more important field of human resources 
we are moving into an era of major concern 
with those resources we have not been ade- 
quately utilizing.1 This concern and the di- 
rections it can take will be the principal 
subject of the remainder of this discussion. 

By way of transition, however, from the 
subject of general American values to that 
of the special problem of the older groups, 
it is apropos to discuss briefly the problem 
of biological “decline” and our attitudes to- 
ward it, including first of all the implica- 
tions of American values for the problem 
of death. 


American Values and the Denial of Death 


It has sometimes been said that we Ameri- 
cans do our best to deny the reality of death. 
We dislike to think or talk about it, or to 
face up to its inevitability ; and, when it does 
occur, we try to get the necessary observ- 
ances over as quickly as possible and go back 
to living as nearly as possible as if nothing 
had happened. In other cultures there is 
something like this picture, but it is not so 
extreme as this, except in certain deviant 
manifestations. 

The most important point seems to be that 
we (as Americans) cannot glorify death 
simply because we value achievement in this 
life, and death necessarily puts an end to 
that achievement. Its acceptance within the 
context of our values rests, in part, on the 
general realistic recognition of the “facts of 
life” which is one major cultural imperative 
and, in part, on a sense of the self-limiting 
features of the individual’s “task in life’— 


1. In the field of race relations which is so acute 
just now, for understandable reasons the primary 
accent at this stage is on the simple matter of 
social justice in terms of the values embodied in 
constitutional rights. Underlying this, however, -in 
a society with our type of values, is the funda- 
mental fact that the attempt to hold the Negro to 
a menial status is also a fundamental waste of 
human resources. For the type of value system 
sketched above, justice and equality are inseparable 
from capacity and opportunity to achieve. 
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the sense that the time comes when his job 
is done—though for the society the job is in 
principle never done. Whatever the philo- 
sophical and religious views involved, death 
may be thought of as a natural marking of 
the completion of an inherently self-limited 
—and increasingly self-assigned—task. In 
certain respects, the metaphor of the well- 
earned rest, with its release from pressing 
responsibilities, is an appropriate one. 
Though there is a “projection” beyond earth- 
ly limits, there certainly tends to be no 
trend in the predominant Protestant tradi- 


tion to glorify an after-life, if the latter. 


term is used to mean primarily a “release” 
from the “bondage” of the flesh. The very 
religious sanction of conscientious living in 
this world precludes a certain order of 
evaluative contrast which, in the great cul- 
tures of the world, is perhaps most marked 
in India. Indeed, Indian society seems to 
involve almost a glorification of death as 
that for which life is really lived. 

Broadly this interpretation seems to be 
confirmed by medical and other experience 
—for example, from the New England Age 
Center.2 This is to the effect that the pri- 
mary anxieties of older people do not tend 
to center on the expectation of death as such; 
persons who are knowingly approaching 
death, in general, do so relatively without 
fear. Anxiety focuses rather on the defini- 
tion of the individual’s role for the remain- 
. der of his life, on his own capacities to do 
the things he thinks worth while or obliga- 
tory to do, the welfare of those he loves, and 
the fulfillment of what he feels to be his 
obligations. The same basic interlocking of 
considerations of task or obligation with 
those of self-interest which applies at other 
age-levels seems also to be present here. Of 
course, people’s needs have to be met; but, 
given a reasonably adequate situation in 
this respect, they will continue to do what 
they can that they feel to be “worth while” 
until called to leave the field. The essential 
question is: What things are to be consid- 
ered most worth while? 


2. A study being completed, under the direction 
of Hugh Cabot, on “Prejudices and Older People” 
at the Age Center of New England, Inc., 160 Com- 
monwealth Avenue, Boston 16, Massachusetts. 


Changing Culture and Capacity for What? 


This brings up the question of the rela- 
tions between capacity and disability with 
respect both to health and to other aspects 
of the problem. Here, it is well known that 
the content of the concept health includes 
certain elements of relativity. This point has 
been most thoroughly explored with refer- 
ence to cross-cultural perspectives, but here 
it is relevant in two other contexts, namely 
within the population of one society, our 
own, as a function of age, and in terms of 
the changing definition and relative impor- 
tance of its different components over time. 

The most important consideration, here, is 
the relativity of “capacity,” the maintenance 
of which is focused in our meanings of 
health. The central question is, then, capacity 
for what? In the more pioneering phases of 
the development of a country there tends to 
be a high premium on physical prowess, on 
sheer strength, agility and endurance. Quite 
clearly the high points of these capacities 
are reached quite early in life, perhaps in 
the early twenties; and, while maintenance 
of good levels is possible for many years 
after that, the process is still one of “de- 
cline.” The symbolic importance of this com- 
plex in our culture is clearly shown in the 
virtual cult of athletics and its relation to 
the whole complex of the valuation of youth. 

With increasing differentiation of the so- 
ciety and higher cultural levels, however, a 
different set of capacities comes to be in- 
creasingly salient—accumulated and organ- 
ized knowledge, technical competence and 
sophisticated skills, capacity to plan and car- 
ry sustained responsibilities, and balanced 
judgment. Though much is unknown in these 
areas, the major trend is unmistakable, 
namely, that the age-peak of such capacities 
comes very much later than is the case with 
physical prowess. Furthermore, it seems 
probable that the course of medical develop- 
ment leads in this direction, rather than in 
simply allowing more people to live longer 
and without the grosser disabilities. The 
ground for this suggestion is that such ca- 
pacities seem to be dependent on the mainte- 
nance of relatively good states of the most 
important organ systems and not on the 
highest peaks, in particular, of the percep- 
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tual and motor systems. The main organic 
base seems to lie in the central nervous sys- : 
tem which does not seem, except probably 


for vascular conditions, to be subject to an 
early physiological “decline” that leads to 
an impairment of “mental capacity’ which 
closely resembles the much advertised im- 
pairment of capacity for physical prowess 
after the early twenties. 


There is naturally a limit, the ultimate one 
being death. But the basic emphasis is on 
the point that, the more sophisticated the 
culture, the higher the levels of intellectually 
defined technical competence, of responsi- 
bility and the like, the more it seems likely 
that people past their physical “prime” will 
have capacities, of the first importance for 
the society. 


In sociological terms, the importance of 
these capacities may be related to the up- 
grading aspect of the development of the so- 
ciety. With its general process of social 
growth and differentiation, bigger and more 
difficult things are continually being under- 
taken which, for increasing numbers of in- 
dividuals, call into play their higher capaci- 
ties along the lines which have been indi- 
cated. The problem is that of the basis of 
these capacities in the biological equipment 
of the individual and in his personality 
structure. The very broad hypothesis is that, 
with some exceptions, the higher the capac- 
ity, the later is its maturing, and perhaps, 
though not as certainly, the less is it subject 
to the kind of decline of which the decline 
of physical prowess has become the proto- 
type. 

This problem of the different types of 
capacity in relation to social role perform- 
ance, and their relations to the stages of the 
life cycle certainly should be a major object 
of research interest, one in which the disci- 
plines converging on the health problem 
need to cooperate very closely with those 
associated with education and the analysis 
of social problems generally. It is now time 
to take up the second main theme of the re- 
lation of these questions to the process of 
differentiation in the society. 


THE IMPLICATIONS OF THE PROCESS OF 
STRUCTURAL DIFFERENTIATION 


It is characteristic of a society, which is 
involved in a major process of growth, that 
its internal structure will be continually dif- 
ferentiating. There are many complex fea- 


- tures of such a process, but the ones which 


concern us here are those that impinge di- 
rectly on the individual through the struc- 
ture of his roles. The most obvious of these 
is the development of mutually independent 
multiple participations for increasing pro- 
portions of the population. We have jobs and 
family memberships which, though articu- 
lated, are not ascriptively bound to each 
other. We have memberships in the families 
into which we were born and those we estab- 
lish by our marriages, which again are im- 
portantly independent. We have religious 
group memberships, roles as citizens at the 
various community levels, and we are likely 
to participate in a number of more special- 
ized associational groups. All of this, of 
course, occurs simultaneously at any given 
point in the life of a particular person. 


The aspect of immediate concern, how- 


ever, is differentiation with respect to the 


life cycle. The same person, that is to say, 
not only participates in more different kinds 
of relational contexts at the same time, he 
does more different kinds of things at dif- 
ferent periods of his life. We may follow 
this theme through in a broad way. 


Implications for Education 


ye goes without saying that all human be- 
ings must start as helpless infants and go 
through the combined process of biological 
maturation and psychosocial training which 
leads to adulthood. But we can see that a 
particularly important reference point in 
this connection is given by formal education 
which, as including the whole population, is 
barely over a century old. Its more elemen- 
tary phases may be interpreted as mainly 
different ways of treating the “immature” 
who, in any case, are not yet ready for adult 
responsibilities. The history of education 
has, however, been not only one of extension 
to increasingly larger proportions of the age 
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cohort, but, also, its prolongation to later 
periods of the life cycle. 

If we take the eighth grade as the termi- 
nation of “elementary” education and the 
average of its completion as fourteen, those 
who have completed it, in the more routine 
work-contribution senses, very generally 
have been ready for assumption of adult 
roles, though, in most of the Western world, 
marriage as early as that has been rare. 
Hence, even secondary education may be 
taken to be a case of an “investment” in 
the future through the “segregation” of an 
age group, on grounds other than their bio- 


logical capacity, to perform the simpler sorts ~ 


of adult functions, in the sense that, if this 
age group is withheld from functional per- 
formance and subjected to training, its fu- 
ture contributions will be far greater than 
they otherwise would have been. American 
society now has reached the point where 
completion of secondary education has be- 
come the nearly universal norm for satis- 
factory preparation for adult role-perform- 
ance. 

On top of this, there has emerged a vastly 
extended resort to still further formal edu- 
cation. Now about one-third of the total age- 
cohort go on to some college education. This 
proportion is steadily growing, and can be 


expected to do so for the foreseeable future. 


Finally, at the educational top, post-graduate 
training in the professional fields still takes 
only a small proportion. But it has become 
‘appreciable and is by far the most rapidly 
growing sector of the educational system.® 
This is to say that, today, an increasing 
proportion of every age cohort is spending 
an increasing proportion of the period of 
what, from the older point of view, is that 
of adult capacity in pursuits which are 
clearly differentiated from their principal 
adult “contributions.” Moreover, the stages 
of formal education have become clearly 
differentiated from each other. After the 


elementary grades, and certainly after the © 


secondary, it seems improbable that biologi- 
cal maturation is the primary factor in the 


3. To take one atypical example, in the 1920’s 
about 20 per cent of a graduating class of Harvard 
College went on to any type of postgraduate formal 
education. In the 1950’s, it had become about 75 per 
cent. : 


differentiation. Its main basis is rather that 
of the stages in which a cumulative develop- 
ment of learned capacity has to take place. 

Let us now turn to the occupational side. 
A kind of base line may be said to be the 
performance of the ancient work-jobs of 
maintaining households, the more elemen- 
tary types of cultivation of the soil, and the 
traditional handicrafts—rough carpentry 
and the like. The necessary. skills could be 
adequately learned by a child in the early 
teens. A peak of competence could be reached 
within a short time, and nothing left to 
change or “advance” until physical disabili- 
ties set in in advanced old age. The whole 
structure of the educational system just 
sketched introduces a different set of di- 
mensions. It is preparation for functions 
which must be elaborately prepared for, with 
respect to which anything like peak profici- 
ency can be attained only much later and 
after longer preparation. 

The structure of careers is another exam- 
ple of the same basic principle. The simplest 
“worker” role is almost undifferentiated 
over time.. But the higher the level of per- 
formance the more likely it is that the peak 
will have to be attained by way of a series 
of stages of “gaining experience” through 
the performance of easier and less demand- 
ing tasks. It will be only after a consider- 
able period of years that a person, even after 
he is “trained,” will be performing at the 
very highest level of which he is capable. 
This seems to be particularly true of the 
functions in which responsibility and judg- 
ment play a central part. 

Quite obviously, “capacity” is only one 
factor in the structuring of careers. Oppor- 
tunity, or the “demand” factor, is equally 
essential. Thus, a man is not likely to be 
called upon to carry the highest responsi- 
bilities until he has established a reputation 
on the basis of which others have a high 
level of “‘confidence” in him. He may be 
capable of carrying the responsibility long 
before this confidence is established. Never- 
theless, with due allowance for these factors, 
the central proposition certainly holds, name- 
ly that the differentiation of appropriate 
kinds of things to do through the stages of 
the career line continues on bases which are 
independent of formal “preparation.” The 


co 
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pattern is not that one is “prepared” and, 


then, functions on a fixed “plateau” until de- 


cline sets in. 

The central question, then, is how the lim- 
its of this process of differentiation in re- 
lation to upgrading are to be defined. It 
should be noted, in approaching the question, 
that upgrading is accompanied with differ- 
entiation of kinds of performance and func- 
tion. The student is doing a different kind 
of work from the man on the job; even pro- 
fessional training is only very partially ap- 
prenticeship, important as this component 
is. Similarly, the junior executive, even 
though he is likely to become the “top boss’ 
in time, is as a junior executive doing some- 
thing very different from his top superior. 

The thesis is that we are only beginning 
to explore the possibilities of extension of 
this pattern of differentiation beyond what 
has come to be institutionalized as the peaks 
of careers. Above all, we may question the 
ready assumption that the appropriate con- 
ception for everything beyond that institu- 
tionalized peak is “decline” and that the 
problem is one of accepting the limitations 
imposed by “disability” and learning to live 
within these limitations, rather than one of 
having an opportunity for new and differ- 
ent kinds of achievement and contribution. 


Implications for the Feminine Role 


One very important aspect of the problem 
concerns the family rather than the occu- 
pational sphere, and its special relation to 
the feminine role. Perhaps some attention 
to it will help clarify the problem for the 
occupational sphere. The family and the 
feminine role in American society have, in 
the past half century or so, been undergo- 
ing a notable process of differentiation. 
First, the family itself has become a far 
more specialized agency and, by virtue of 
that fact, has lost many of its previous func- 
tions, notably in the field. of economic pro- 
duction. Above all, the household, as a place 
to “live” and a group with whom one shares 
this living, has become structurally segre- 
gated from the organizations in which oc- 
cupational work is carried on, and has turned 
over many of its previous functions to such 
organizations. In connection with this devel- 


opment, however, the place of .woman has 
come to be decreasingly confined to “the 
home.” One major development is the enor- 
mously increased participation of women in 
formal education at the higher levels as well 
as the lower. Another is involvement in 
many kinds of community interests outside 
the home, while not least is the increased 
participation of women in the labor force. 
The proportion of healthy single women un- 
der 65 not employed (except widows) has 
come to be minimal, but the most striking 
recent development is that of the employ- 
ment of married women living with their 
husbands. 


Overwhelmingly, the central specifically 
feminine function is the rearing of children. 


_ There has been an important resurgence of 


devotion to this function in our generation 
through the famous “baby boom,” which is 
all the more significant because it has oc- 
curred in a population where knowledge of 


- contraceptive measures is certainly more 


widely spread than ever before. But another 
interesting thing has happened. This is the 


concentration of childbearing within a sub- 
stantially shorter time period than before. 


As of the most recent information,* women 
are on the average likely to bear their last 
child at the age of 26 or 27; and so parents, 
by the time their youngest child has left 
home, are likely to be under fifty, with, on 
the average, about a third of their married 
life still ahead of them. 


This phenomenon is associated with the 
very rapid recent increase in the employ- 
ment of married women who are in their 
forties, fifties, or older. This has, indeed, been. 
the largest single factor in the recent growth. 
of the labor force relative to the total popu- 
lation of working age. It thus appears that 
special devotion to child-rearing, notably of 
course of younger children, is becoming a 
more differentiated role in the life-cycle of 
the mother as well as in other respects. 
Thus, she is freed for other functions, partly 
by living longer in a better state of health | 
and partly by concentrating her primary at- 
tention to motherhood within a shorter time- 
span. 


4. Paul C. Glick, American Families _— York: 
John Wiley & Sons, 1957), p. 66. 
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This seems to be associated, in turn, with 
another set of phenomena. We do not have 
to go back farther than the early years of 
this century to find a time when the average 
woman in her mid-forties was, by current 
standards, definitely “old.” It was as if her 
child-rearing function had virtually ex- 
hausted her capacities and she had relatively 
little left to do. The preservation of femi- 
nine “attractiveness” into much more ad- 
vanced ages is an important symptom of a 
major change in this respect. 

One aspect of this problem concerns the 


continuity of kinship relations and respon- - 


sibilties. The older type woman, as grand- 
mother, exercised more responsibility and 
authority for the families of her children 
than does her current opposite number. It is, 
however, perhaps not illegitimate to suggest 
that the lessened responsibility of the older 
woman in this respect has been balanced by 
the upgrading of the role of mother; the 
younger woman takes a larger share of the 
total responsibility for her children than did 
her forebears. This frees her mother, and, 
later, herself, for other functions. With all 
the strains and difficulties symbolized by the 
famous Helen Hokinson cartoons, it can be 
said fairly that an enormous upgrading in 
the utilization of feminine capacities has re- 
sulted from this general process of differ- 
entiation. Furthermore, a particularly con- 
spicuous part of it has been better utiliza- 
' tion of the capacities of the woman past the 
child-bearing ages. The menopause is no 
longer, in any comparable sense, the sign of 
a termination of important usefulness and 
status. 

_ The principle involved here can be gen- 
eralized. If child-rearing has been the pri- 
mary center of the feminine role, occupa- 
tional achievement has been that of the mas- 
culine. There are very important reasons 
why the “job” should have come to be such 
an important focus in the role-organization 
of our type of society, and within this more 
general category, why the career and its 
peak should be so important. These are, 
above all, the central symbols of the mascu- 
line “contribution” to social welfare; they 
have, above all, provided the standards by 
which the utilization of masculine capacity 
has been judged. If, given the overwhelm- 


ing importance of this category of contribu- 
tion, the individual is no longer wanted or 
needed, or if his capacity declines, the obvi- 
ous conclusion seems to be that he should be 
placed in a lower category of social worth. 


Implications for Patterns of Retirement 


Seen in this context, the development of 
the age 65 as the canonical age of retirement 
is an interesting social phenomenon. Obvi- 
ously, the changes of relevant capacity, what- 
ever the part played by biological-genetic 
and by experimental factors, are in the na- 
ture of the case gradual, except for suddenly 
drastic changes which do not often conveni- 
ently fall on the 65th birthday. There is enor- 
mous individual variation as to whether 
there will or will not be a social loss from 
dispensing with the services of the particu- 
lar individual in his particular job at this 
point of time. Clearly, a system based on 
evaluation of particular capacities would, 
in an abstract sense, be far more rational. 

Very generally, however, the main lines of 
differentiation in social structure cannot be 
so neatly tailored to the needs and capacities 
of the individual as this would require. 
Clearly, the emergence of this pattern was 
a product of the rise in employment by large- 
scale organizations and the necessity to es- 
tablish general policies in their conduct. 
Furthermore, it is understandable that, in its 
first phase, the negative uses of such a pol- 
icy should be stressed, namely the relieving 
of the organization from being burdened 
with responsibility for workers so old that 
often their capacities were not up to the 
demands of the job, and with this, the 
hastening of the opening of opportunities 
for younger people. 

The retirement pattern may, however, be 
looked upon as not simply a protection of 
standards of efficiency and of openness of 
opportunity, but a focus for a process of 
differentiation, by drawing a clearer line 
than had obtained and otherwise would ob- 
tain between phases of the life cycle. We are 
entering now the process of redefining the 
content of the later phase; as this process 
meets with success, it is likely to turn out 
that the earlier rigidity of the retirement 


line will be substantially mitigated. 
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There is still, however, a good deal of 
pressure for earlier retirement, so long as 
financial security is reasonably assured; 
there is also a good deal of anticipation of 
the finally compulsory retirement age. Fur- 
thermore, it has been pointed out that there 


are, from the point of view of the person | 


retiring, as well as the employer, certain ad- 
vantages in the general rule. This, above all, 
has to do with protection of the autonomous 
dignity of the individual. If permission to 
stay on the job beyond the regular age limit 
is dependent on the judgment of the “boss” 
from month to month or whatever, then the 
security of expectation, which we have come 
to regard as normal even without formal 
tenure, is undermined and the individual 
may often come to feel that his fate is in 
the hands of the arbitrary judgment or 
whim of another. The impersonal rule at 
least avoids any such invidious implications.® 


SUMMARY OF FORCES MAKING FOR A 
REDEFINITION OF THE ROLE OF THE OLDER 
. PERSON 


In the nature of our society at the present 
phase of its development, there is a powerful 
set of forces leading to a positive redefinition 
of the role-expectation of the older person 
who has passed the normal occupational ca- 
reer peak, as that has been defined. The first 
factor to mention again is that of the di- 
rection of pressure exerted by the value sys- 
tem. As previously contended, it seems that 
this direction will have to be compatible 
with the idea of instrumental activism; it 
will have to define opportunities and expec- 
tations to do things that in these terms are 
worth while. This need not be in the least 
incompatible, however, with withdrawal 
from many of the activities and involvements 
which are considered normal for younger 
groups. 

The second major factor is the increase 
in numbers and in proportion of the total 
population of people in these categories; 
and the third is the actual, and still more, 


5. This point was underlined in particular by 
Mr. Hugh Cabot of the Age Center of New England 
(in a personal discussion). 


the prospective improvement in their aver- 
age levels of capacity. Health is one major 
component of this capacity; but other capac- 
ities are certainly equally important. A very 
central complex of these is that associated 
with education; and it is another cardinal 
fact that, as a result of the general educa- 
tional upgrading of the population, after the 
requisite time-lag, this older group will, on 
the average, be far more highly educated 
than any of their predecessors. This may be 
expected to make them more, rather than 
less, demanding of a satisfactory place in 
the society. 

There is a most intimate connection be- 
tween this educational trend and the direc- 
tion in which the solution of our problem is 
to be sought. The general tendency of the 
upgrading process, at one pole, leads to the 
downgrading of physical prowess; at the 
other, it leads toward increasing emphasis 
on cultural concerns. This, in turn, is associ- 
ated with capacity to think abstractly and 
generally and to take the long view. For a 
long time there has been something like gen- 
eral agreement that certain types of func- 
tions could be particularly well performed 
by older persons. One of the most conspic- 
uous of these is that of judge. Informally, 
judicial type functions are often performed 
by people with a kind of “elder statesman” 
status. Certainly, in many fields of scholar- 


- ship, distinguished contributions are made 


in later years. That eminently successful or- 
ganization, the Roman Catholic church, has 
for centuries been governed mainly by old 
men, a fact which is associated with its 
trusteeship of very long-run interests. 

It has often been suggested that influence 
in the hands of the old, almost by definition, 
leeds to a bias toward conservatism in an 
undesirable sense. That this sometimes hap- 
pens is undoubtedly true, but it seems to be 
far from inevitable. Above all, the issue here 
is not so much about the exercise of power 
over current organizational decision-making ; 
the trend is, and rightly so, away from put- 
ting more of that power in the hands of the 
old. It is rather concern for the highest in- 
stitutional interests of the society and the 
culture in the longest perspective. The very 
fact that the older person no longer has a 
career to make, that his basic position in the 
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society has already been decided, and that 
his time is running out, means that under 


favorable conditions he can afford to be- 


more “disinterested,” to see things not in 
terms of what he personally can gain or 
lose, but from a larger point of view.® 

A research group engaged in study of 
aging has put forward the interesting for- 
mula of “disengagement” as a pattern for 
describing the main tendency of older peo- 
ple.*? Relative to the concerns of middle life, 
the main theme may legitimately be included 
under this formula. It should, however, be 
interpreted not only in terms of disengage- 


ment from previous obligations, but also a ~ 


disengagement for new tasks. It may be 
thought of as one more case of the freeing 
of the individual from ascriptive ties, which 
is such a central theme in the general de- 
velopment of advanced societies. It involves, 
as the authors say, a relative freeing from 
the more intensely affective attachments to 
persons and causes.*® 

Finally, a set of reasons why the problem 
of health occupies such a central place in 
the whole range of problems may be pre- 
sented. In spite of the conception of the 
normality of aging and death here put for- 
ward, it is obvious what a very close con- 
nection there is, realistically and symbolical- 
ly, between illness, disability and aging. The 
significance of this needs to be seen on the 


6. The most obvious examples are from high social 
’ statuses, but the point is meant to apply to all levels. 
Who among us cannot cite examples of the special 
disinterestedness of old people in all walks of life? 


7. Cf. “Disengagement, A Tentative Theory of 
Aging” (Elaine Cumming, et al., mimeographed, 
from the Kansas City Study of a panel of 108 indi- 
viduals equally distributed as to age and sex and 
comprising three age groups; conducted by The 
Committee on Human Development, the University 
of Chicago, 5835 Kimbark Avenue, Chicago, IIli- 
nois). 

8. Certainly, one major feature of the experience 
of aging is that of the deaths of a considerable 
proportion of other individuals who have been the 
most important: “significant others” in the indi- 
vidual’s life experience. If the traumatic effects of 
these experiences are to be surmounted, we can say 
on psychological grounds that it must be through 
the internalization of the “lost objects;” and per- 
haps it can be said that the process of disengage- 
ment in this sense goes back to the first emanci- 
pation from infantile dependency on the mother. 


background of the more general significance 
of the problems of: health and illness in 
American society.® Illness, that is to say, 
is to a very high degree a pattern of deviant 
behavior. Health is valued as capacity for 
achievement. The enormous American effort 
to improve health is legitimized above all 
in terms of our achievement values and of 
the equalizing of opportunity for achieve- 
ment. 

At the same time, however, since it is 
conditionally legitimized, sickness provides 
for the individual, perhaps, the most impor- 
tant single escape hatch from the pressure 
of obligations to achieve; pressures which, 
because of the upgrading process which has 
been stressed here, are becoming, for the 
average individual, more rather than less in- 
tense. Seen in this light, illness is far from 
being an exclusive and unmitigated evil; it 
is also an important “safety valve” for the 
society. 

The most obvious field in which such con- 
siderations operate is that of so-called men- 
tal illness. The evidence, however, is over- 
whelming that it is not possible to draw a 
rigid line, that the “psychosomatic” area is 
of cardinal importance to most of the prob- 
lems of health and illness. However effica- 
cious our methods of somatic control may be, 
it is very doubtful if a stable situation can 
be achieved independently of the social and 
cultural structuring of the group whose 
health is the object of concern. 

This seems to be preeminently true of the 
aging groups. It seems almost obvious that 
illness is a particularly important form of 
deviant behavior for them. Its basic mean- 
ing in this connection is very clear. If it is 
the broad societal verdict upon older peo- 
ple that they are “useless,” then the obvious 
way to legitimize their status is to be useless 
through the incapacitation of illness. The 
channels through which such influences op- 
erate are still understood only in the most 
fragmentary fashion, but that they operate 
in this direction seems to be beyond doubt. 

The most fundamental task in our society 


9. Cf. Talcott Parsons, “The Definitions of 
Health and Illness in the Light of American Val- 
ues,” in E. Gartly Jaco, Editor, Patients, Physi- 
cians, and Illness (Glencoe: The Free Press; 1958), 
pp. 165-187. 
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in “caring for” (itself a pejorative expres- 
sion) the aged, therefore, seems to be that 
of giving positive meaning to their place in 
the society. To be an authentic meaning, it 
must be in accord with our general value 
system. It not only need not, but by and large 
should not, however, mean pretending that 
there is no important difference between 
capacities and, above all potential contribu- 
tions, at different age levels. Our greatest 
deficiency has been in this area of defining 
positive opportunity for the persons of ad- 
vanced age. That there should have been a 
lag in this respect is understandable, but 


this does not lessen the urgency of the task. 
The medical and public health aspects of the 
care of illness and disability, in this even 
more than other connections, depends on pro- 
viding such opportunity as its most funda- 
mental precondition. For why should a per- 
son recover from an illness or take good 
care of his health, if there is nothing worth 


‘while for him to live for? He cannot be 


“forced to be free” unless freedom is the 
condition of something beyond it, which both 


he and the others whom he respects, really 


want, and value. 
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‘editor of a book, which is reviewed in this issue: 
Sociological Studies of Health and Sickness (Mc- 
Graw-Hill, 1960). Dr. Apple writes in this issue of 
the Journal on “How Laymen Define IIlness.” 


SAMUEL GERTMAN, M.D., is Director of the Divi- 
sion of Gerontology in the University of Miami 
School of Medicine. Before the first issue of the 
Journal appeared, we had asked Dr. Gertman and 
the publisher of Society and the Health of Older 
People (edited by Irving Webber and published by 
the University of Florida Press) for permission to 
reproduce the paper, “The Physician Views the 


Psychosocial Health of the Aged.” It is included in 
this issue as a “Review Article” out of a symposium 
which stressed psychosocial factors in the health of 
the aged. 

Seminars and symposia may make a real con- 
tribution to an undertstanding of the psychosocial 
factors in medicine. They bring: medical people and 


- social scientists together in an important interdisci- 


plinary fashion for the benefit of all. Medical men 
are joining social scientists in wishing for a closer 
relationship of social and medical knowledge. In a 
letter to the editors, Dr. Gertman, for example, ex- 
presses surprise that the Journal, as he sees it, 
appears to isolate medical doctors and social sci- 
entists by listing the former under the heading of 
“Advisory Editors.” He believes we ought to rub 
out this division and, thereby, promote closer team- 
work between medical people and social scientists. 
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... The papers in this issue of the Journal are arranged, to a degree, by areas of interest. The papers 
by Parsons and Gertman begin it and end it on a similar note. Reissman’s study of medical students stands 
alone in its emphasis; but the papers by Elling and McCord (and the associates of each) focus on the pa- 
tient; and the papers by Rosen, Crawford, and Apple are about lay attitudes toward types of patients and 
forms of sickness. We hope future issues may lend themselves, even more readily, to the paper-grouping 
plan. 


THE MOTIVATION AND SOCIALIZATION | 
OF MEDICAL STUDENTS* 


Leonard Reissman, Ph.D., and Ralph V. Platou, M.D., 


Tulane University 


With the Assistance of S. H. Sledge and D. H. Malone 


The process of socialization has been gen- 
erally recognized as a key dimension in the 
study of professions. Thus, a student train- 
ing for such a career achieves not only the 
necessary knowledge and skills, but at the 
same time is indoctrinated with a set of at- 
titudes which are equally as necessary if he 
is to fulfill his professional role properly. 
Merton has succinctly defined this process 
for medical students, as one in which they 
“are engaged in learning the professional 
role of the physician by so combining its 
- component knowledge and skills, attitudes, 
and values, as to be motivated and able to 
perform this role in a professionally and so- 
cially acceptable fashion.” 


This socialization process, so understood, 


is applicable to all professions, and is strong- 
ly reminiscent of the purposes and func- 
tions of the socialization process in child- 
hood by which the child is similarly “trained” 
for the several social roles he is eventually 
to fill in society. In this report we are con- 
cerned only with students of medicine, but 
we believe that our observations may have 
similar applications to the socialization pro- 
cess in other professions. 


*Support from the Nursing Research Study Sec- 
tion, Department of Health, Education, and Welfare 
(GN-5621) is gratefully acknowledged. We also 
wish to acknowledge the aid of Eunice Pellissier, 
R.N., Beverley Nordmann, R.N., and Robert Lan- 
caster, M.D. 


1. Robert K. Merton, “Some Preliminaries to a 
Sociology of Medical Education,” in The Student- 
Physician, edited by R. K. Merton, G. G. Reader, 
and P. L. Kendall, (Cambridge: Harvard Univer- 
sity Press, 1957), p. 41. 


MOTIVATION AND SOCIALIZATION 


There is strong support in social psycho- 
logical theory for the view that, within any 
group of students, there are significant in- 
dividual differences that sensitize students 
differently to the education to which they 
are exposed as a group. Individuals vary in 
their ability to learn, in their receptivity 
to the component attitudes and values of the 
professional role, and importantly, in their 
motivations for entering the medical profes- 
sion.” It is to the distinct credit of medical 
educators and medical schools that they 
graduate so many well-trained, relatively 
uniform professionals, despite the variety 
and dissimilarity in motivations and atti- 
tudes that characterized those same indi- 
viduals as prospective students. 


To overlook these numerous variations and 
their effects, however, is to miss the dynam- 
ics involved in the socialization of medical 
students. The different motivations, atti- | 
tudes, and professional expectations held by 
students all combine to make the training 


2. There is some basis for the view that each 
profession attracts those personalities that fit best 
with ine socially defined purposes and images of 
the profession. The extended period of training 
that each profession requires can be considered as 
the reality testing of that principle. These processes, 
of course, are located at a deeper psychological level 
of motivation than that with which we are con- 
cerned in this paper. An exceptionally outstanding 
insight into and analysis of this process of motiva- 
tion and professional attraction is to be found in 
Anne Roe, The Making of a Scientist, (New York: 
Dodd, Mead, 1935) and, The Psychology of Occupa- 
tions, (New York: John Wiley, 1956). 
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period in medical school a distinct experi- 
ence for each individual student. The better 
these facts are understood, we believe, the 
more rationally can medical education be 
oriented: to fulfill its goals. 


Influence of Medical Educators’ Goals on 
_the Students’ Motivations 


Not only are the goals of medical educa- 
tors important in shaping what they teach, 
but also in determining how they teach. In 
other words, one important phase in the so- 
cialization of medical students is set by the 
intentions of medical educators. We asked 
our faculty in the Department of Pediatrics, 
in which we conducted our research, to de- 
scribe the kind of student they would most 
like to produce as a result of their contacts 
with him; and, in order, the six respondents 
said: 


1. A well-rounded individual. And I don’t 
mean in pediatrics alone. I mean in every- 
thing. Somebody who has a little knowledge 
of what research is; a little knowledge of 
what clinical investigation is and a little 
knowledge of what practice is . . . I’d like 
to turn out people who have been exposed to 
everything . . . whom I feel we have done 
the best possible to, with the material at 
hand. Many of the students that we see are 
really not capable of being well-rounded. 
But I think that we should expose them to 
it if possible. 


2. The persons I’d most like to turn out? 
I’d like to turn out sincere, conscientious, 
earnest physicians who do their bést, who 
are dedicated to medical work. And a man 
who is interested in the care of his patients. 


3. I’d like to turn out, first off, a good 

doctor. And what do I mean by a good doc- 
’ tor? It’s hard to define. Someone that is in- 
terested in the patient; doesn’t lose sight of 
the patient as a whole. And, I think right 
now I would like him to have a trained foun- 
dation or basis on which to do it. Besides 
being able to diagnose the patient’s illness, 
not to lose sight of the human being. 


4. I’d like to turn out an academic pedia- 
trician. I would like to have the influence on 
the person that would first of all want to 
make him be a pediatrician. And then I 
would like to be able to stimulate him suf- 
ficiently to make him want to be interested 
in academics. 


5. I think probably someone who is astute 
and clear-thinking. One who can assemble 


his facts well and see well . . . I’d like to 
have somebody that would always keep in- 
terested. Some people are born with this and - 
other people you have to go out and stimu- 
late .. . I don’t think we have enough op- 
portunity perhaps to stimulate those that 
are just on the border-line—who might he 
more interested if we just had the time to 
maybe instill some of our interests in him. 
That’s the thing. I think it’s just lack of 
time, rather than ability. 


6. Well, I would like a man who was hon- 
est with himself and one who felt that he 
could continue to learn about medicine and 
one that was interested in his patient’s wel- 
fare probably—well, more than his own. I 
would like a man who enjoyed medicine. 


Although these responses indicated cer- 
tain general areas of agreement—a good 
physician, a patient-oriented student, a well- 
rounded and a clear-thinking person—it is 
equally evident that they were not all alike 
in emphasis or content. Some educators 
stress science, some professional identity, 
and some the welfare of the patient. One 
important factor, therefore, that shapes the 
psychological environment of the student and 


_makes it different for him is added by the 


medical educator. The teacher’s image of the 
profession, his goals and educational phil- 
osophy provide considerable variety in the 
socialization process. Understandably, stu- 
dents may respond to this variety in differ- 
ent ways. 


Progressive Changes in the Student 


Another force of variation is initiated by 
changes in the student as he progresses 
through his undergraduate years in medical 
school. A number of independent studies 
have documented the fact that students un- 
dergo significant alterations in their atti- 
tudes during the course of their medical edu- 
cation. In general, these studies point to an 
increase in cynicism and anxiety, with a con- 
sequent decrease in idealism and humani- 
tarianism among students during their un- 
dergraduate training.* This “disenchant- 
ment” of the medical student apparently is 


3. Howard S. Becker and Blanche Geer, “The Fate 
of Idealism in Medical School,” American. Sociologi- 
cal Review, 23 (1958) 50-56; Leonard D. Eron, “Ef- 
fect of Medical Education on Medical Students’ 
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an inevitable consequence of his education; 
his idealized self-image as a physician is 
acidified by the realities of a medical educa- 
tion that bring him ever closer to the real 
world of medicine. 
A common feature of these studies is that 
medical students are considered alike with 
too little allowance for variations within 
the group. This is not a matter of conveni- 
ence or necessity alone. Eron, for example, 
justified his view as realistic, not simply a 
methodological convenience, when he stated: 


Medical students are quite different when 


they graduate than they were in the first | 


year of medical school, and furthermore, de- 
spite the individual differences that have 
been noted among them, in some ways the 
seniors seem to be cut from the same cloth. 
All of us who have been concerned with med- 
ical education for any length of time have 
noticed not only the profound changes taking 
place in students as they progress through 
four years of medical school, but how alike 
they all appear to be at the end of those 
years.* 


Even though a relatively high level of uni- 
formity might be attained by the end of four 
years of training, as Eron has suggested, 
this does not deny the real possibility of in- 


dividual variations still existing during and 
after that education. 


METHOD OF IDENTIFYING MEDICAL 
STUDENT TYPES 


We are not suggesting a full exploration 
and inventory of individual differences 
among medical students; that might be more 
a psychologist’s than a sociologist’s concern. 
Instead, we do contend that “types” can 
be identified within any class of medical stu- 
dents; sub-groups that contain individuals 
more like one another than they are like the 


Attitudes,” Journal of Medical Education, 30 (1955), 
559-566; Leonard D. Eron, “The Effect of Medical 
Education on Attitudes: A Follow-up Study,” Jour- 
nal of Medical Education, 33 (1958), 25-33; Louise 
B. Miller and Edmond F. Erwin, “A Study of Anxi- 
ety in Medical Students,” Journal of Medical Educa- 
tion, 34 (1959) 1089-1092; Dana L. Farnsworth, 


“Some Observations on the Attitudes and Motiva-. 


tions of the Harvard Medical School Student,” Har- 
vard Medical Alumni Bulletin, Jan. 1956. 


4. Eron, “A Follow-up Study,” op. cit., p. 25. 


group as a whole. This typological procedure 
has the clear advantage of allowing consid- 
eration of units smaller than the total group, 
yet not requiring intensive analysis of each 
individual. ; 

The procedure that we now describe for 
identifying medical student types is only a 
preliminary approximation. We are well 
aware that further analysis is required to 
make such a procedure rigorous. Yet, we 
must indicate also that the procedure has the 
advantages of being widely applicable to 
classes of medical students other than those 
we have studied. From our own data and 
from information obtained by others we plan 
to refine the identification of types. 

What we have done is to classify students 
according to the first reasons they gave 
for choosing a medical career: (1) those who 
said they entered medicine because they were 
primarily interested in science; (2) those 
who were interested in the medical profes- 
sion because of the prestige, rewards, or se- 
curity it could offer them; and (3) those 
who were motivated primarily by a human- 
itarian desire to help people. 

We are not naive in our evaluation of this 
question of motivations. We are aware of 
the impossibility of probing complex psycho- 
logical motives with a single question. Fur- 
ther, we agree with Farnsworth and others 
who have rightly suspected the “meaning” 
of students’ answers to such questions. 


Why did they want to go into medicine? 
They have all been asked this question doz- 
ens of times. Most of them do not know. 
Many of them have developed rational an- 
swers to satisfy those who ask the question. 
Those who feel comfortable in what they | 
are doing usually come up with a combina- 
tion of traits such as that of wanting to be 
of help to other people, a desire to under- 
stand themselves better, and a native inter- 
est and talent for science in the broad sense.5 


We asked the faculty of the Department 
of Pediatrics to comment on this matter. 
Specifically, we asked them if they agreed 
that most students as indicated in our data 


- chose medicine as a career because of their 


desire to help people. Two educators believed 
that such a motivation was sincere, two did 
not, and two were not sure. As an example 


5. Farnsworth, op. cit. 
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of a definite affirmative, here is what one 
faculty member had to say: 


I’d like to say “Yes” [to the question of 
student motivations about wanting to help 
people] with complete agreement. I think 
that the majority feel so. They want to re- 
lieve suffering, to improve general living 
conditions and prevent illness. I think they 
start out definitely this way. 


A faculty member who disagreed with this 
point of view answered: 


No. I think it’s hard to figure out why 
you’re motivated to medicine. I don’t person- 
ally feel that I’m a “savior” in any sense of 
the word. I like to help people just like any- 
body else does. And I like my work. But I 
don’t believe that’s what motivated me into 
it, and I don’t believe that’s what motivates 
most of the people who are in it. 


One faculty member who was not sure 
what motivated students into medicine was 
not ready to believe that it was altruism 
alone: 


I don’t know. I think that every time I 
find myself telling myself that, I usually 
look at myself again and question my own 
motives. In general, I think I have enough 
sense now not to give that as a motive. Be- 
cause I don’t think that many people are 
oriented by selflessness basically. Not that 
it may not be an important motive, but I 
think that frequently it’s not the prime moti- 
vation. People simply are not saints. 


Despite the questionable validity of some 
students’ answers about their motivations, 
we believe that the classification procedure 
we have suggested has merit. Our interest 
is less in whether the responses given by 
students represent valid answers as to their 
“true” motivations and much more in what 
are the behavioral concomitants of that re- 
sponse. Stated another way, it might be said 
that the significant thing is that the student 
indicates the alternative which correlates 
with his attitudes toward his medical educa- 
tion. What is more, we have found that the 
responses to the question have a high reli- 


_ ability as documented by the fact that 82.6 


per cent answered the same way four to six 
months later that they had when we first 
asked them about their reasons for going in- 
to medicine. If their answers were only ran- 
dom and unrelated replies meant to get the 


matter over with, such a high index of reli- 
ability would not have been attained.® 
The respondents were juniors and seniors 


who completed questionnaires during the 


period of their assignment to pediatrics. The 
method of assignment to any particular se- 
quence of specialties that the student follows 
during the year is based on a random pro- 
cedure conducted at the start of each aca- 
demic year.? The class is then divided into 
three blocks so that any one block of stu- 
dents can be considered as a random sample 
of the entire class. Analysis in this paper 
depends upon data gathered from one block 
of seniors and one of juniors at the end of 
the 1958-59 year, and one block of juniors at 
the start of the 1959-60 year. 


RESPONSES BY TYPES TO KEY QUESTIONS 


In order to simplify our presentation we 
have named the student types by their rea- 
sons for choosing medicine: Scientists, Pro- 
fessionals, and Humanitarians.’ Juniors were 
divided on this basis into 16.7 per cent Sci- 
entists, 27.8 per cent Professionals, and 55.5 


‘per cent Humanitarians. The seniors differed 


in the proportions of each type but the rank 
of each type was the same as for the jun- 
iors: 22.2 per cent Scientists, 36.1 per cent 
Professionals, and 41.7 per cent Humani- 
tarians. 


6. The advantages of employing a typology and 
our reasons for doing so should be clear from what 
has been said. Any typology, however, simplifies 
the empirical complexity in that it emphasizes one 
or more dimensions and not others. We have stressed 
here the students’ reasons for choosing a medical 
career and have let that choice serve as an index 
to other characteristics. We recognize though we 
speak of individual types, created so to speak by 
our procedure, that we have not touched upon such 
underlying complex factors as personality, family 
influences, or educational influences. We must con- 
tend, however, that a typological analysis can pro- 
vide clues for later study; that it is impossible to 
handle complexity without some prior information 
as to what might or might: not be relevant. 


7. A more detailed description can be found in 
R. V. Platou, L. Reissman, et al., “Medical Stu- 
dents’ Attitudes Toward Teachers and Patients,” 
Journal of Medical Education, (in press). 


8. The question upon which these types were 
designated reads as follows: “Place a ‘1’ opposite 
your main reason for choosing a medical career; 
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Once these types in the junior and senior 
groups were designated, we compared the 


responses of each type to a cluster of ques- . 


tions dealing with: (1) adjustment to the 
procedures of the hospital, (2) conceptions 
of the other roles they as students encoun- 
tered, and (3) attitudes toward medical ca- 
reers. 


Adjustment to Procedures 


Certain conclusions can be drawn from the 
information in Table 1 regarding the dif- 


ferences between juniors and seniors. For | 


the most part, these differences can be ex- 
plained by the seniors’ additional year of ex- 
perience in the hospital.? Seniors showed 


much more self-reliance (3),!° and more in-. 


dependence in using charts to check on their 
patients’ progress, rather than simply as a 
means for getting their own orders (4). 
They also had somewhat more confidence 
than did the juniors (6). As expected, sen- 
’ jors were better acquainted than were the 


place a ‘2’ opposite the next most important reason 
for that choice. 
a)_____ relatives or friends are physicians 


b) you can work with and help people 
c) biological science was a main interest 
d) the practice of medicine offers inde- 


pendence & variety 
e) 
f)____medicine is a highly respected profes- 

sion.” 
' For the purpose of our analysis only the first rea- 
son given was considered.: The Scientist included 
those who chose alternative (c). The Professional 
included those who chose alternatives (d), (e), or 
(f). The Humanitarian included those who chose 
alternative (b). Alternative (a) was so infrequent- 
ly chosen that these cases were not included in the 
analysis. 


9. This interpretation, and others made subse- 
quently, assumes that the difference in attitudes 
between juniors and seniors is explained primarily 
by the additional education and experience of the 
senior. Strictly speaking, of course, that interpreta- 
tion would require a restiudy of the juniors when 
they become seniors to be fully valid. We are now 
doing just that and we plan to report our findings 
on such time comparisons in a later report. 


10. Numbers in parentheses throughout this dis- 
cussion refer to the indicated entry in the Table 
noted. In this instance, the item referred to is “In 
Event of an Emergency With a Patient” as shown 
in Table 1. 


the practice of medicine offers security 


juniors with hospital routines. They encoun- 
tered more trouble in their interpersonal re- 
lationships than they did in finding their 
way around the hospital (2). The seniors 
emphasized negative features of the hospital 
(1) more often than did the juniors. Final- 
ly, there were some differences between jun- 
iors and seniors in the extent of routiniza- 
tion they employed (5), with juniors depend- 
ing more often upon a routine they. had es- 
tablished for their own convenience. 

Differences in patterns of responses given 
by our three “types” among junior students 
permitted us to draw a general picture of 
each type on the basis of the information in 
Table 1. The Scientist appears as one who is 
most positive in his appreciation of the hos- 
pital’s teaching facilities (1). Further, he 
has established his routine of work (5). He 
is strongly patient-oriented in the way he 
uses the patient’s chart (4). In his contacts 
with patients he seems to exercise the care 
desirable for a junior by depending upon 
physical checks of the patient more than any 
other type (6). He shows a relatively high 
measure of self-confidence among juniors 
in the way he would respond to an emer- 
gency (3). 

The Humanitarian is strongly oriented to- 
ward the patient (4, 5), and at the same 
time seems to be using this experience to 
add to his education (6), but not as fully as 
he might, perhaps. He has somewhat more 
difficulty than other juniors in adjusting 
to the routines of the hospital (2), and ap- 
pears to be still overcome by its large, com- 
plicated and hurried environment (1). How- 
ever, he has made the best adjustment of all 
to his interpersonal relations (2). He seems 
to be relatively self-reliant (3) as compared 
with other juniors. 

The Professional is outstandingly the most 
routinized and procedure-oriented of all jun- 
iors (5, 4,.3), partially indicative of less 
self-reliance on his part than was true for 
other juniors (3). Perhaps for that reason 


the hospital’s routines do not present such 


problems to him as they have for other jun- 
iors (2). This general attitude, too, might 
account for his appreciation of the hospital 
and what it has to offer him in his training 
(1). It is perhaps his image of the physician 
and his conception of professional behavior 
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Table 1 


Adjustment to Hospital Procedures by “Types” of 
Junior and Senior Medical Students 


Juniors Seniors 


Profes- Humani- 
sional tarian - 


(N:12) (N:15) 


Humani- Scien- 
tarian tist 


(N:40) (N:8) 


Profes- 
sional 


(N :20) 


Scien- 
Adjustment to Hospital Procedures tist 


(N:12) 


Main impressions of the hospital and 
its routines 


Negative features emphasized 


Positive teaching features 
emphasized 83 
Most frequent problems encountered 
in hospital 
Problems with “things” 75 
(equipment, etc.) 
Problems with people 
In event of emergency with a patient 
Handle it yourself 
Call or send for a resident 
Primary purpose of patient’s chart 
To check for orders 
To follow patient’s progress 
Reason for checking chart or patient 
first 
Convenient for routine 
Helps treatment of patient 
Daily checks of patients 
Mainly looking at and talking to 
them 
Routine and checking 
site of pathology 


20 37 37 58 43 


80 63 63 42 57 


60 83 12 62 60 


40 17 40 


10 29 60 
90 71 40 


40 27 
73 


53 
47 


60 


40 


*The items in all columns are percentages. 


that direct him to look more at patients 
rather than to examine them routinely (6) 
to an extent that is not duplicated ses the 
other two junior types. 

Among the seniors, the Scientist emerges 
as a self-assured and independent person 
(3), who is quite set in his routines (5, 6) 
but who is highly conscious of the patient 
(4). The hospital provides him with a good 
teaching environment that he appreciates 
more than do other seniors (1), although he 
still encounters more problems in his work- 
ing relationships with hospital personnel 
(2). The Humanitarian is almost as self- 
assured as the Scientist (3), but is more 
strongly oriented toward the patient (5). 
Concern for the patient appears to be typi- 
cal of this group. Patient orientation, how- 
ever, is not always as positive. as it might 
be (4). He is somewhat ambivalent about the 
advantages of the hospital and its facilities 
(1). He still encounters more problems in 


the hospital as a result of its routines and 
regulations, rather than its personnel (2). 
The Professional is the least self-assured of 
all seniors (3), but he is strongly patient- 
oriented (4) and careful where the patient is 
concerned (6). He tends to be a somewhat 
routinized person (5), but also indicates 
some signs of having trouble in his adjust- 
ment to certain hospital routines (1, 2). 


Conceptions and Images of Other Roles 


The conceptions that students hold regard- 
ing other persons involved in their training 
and education are key attitudes. These con- 
ceptions provide a frame of reference that 
affects the student’s behavior. For example, 
medical students who consider patients pri- 
marily as “objects for learning” conduct 
themselves toward the patient in a manner 
which reflects that attitude ;-a manner which 
differs a good deal from that followed by 
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students whose image of the patient is more 
personalistic. In Table 2 are presented our 
findings regarding the student’s images and 
conceptions of other roles. 

Seniors generally exhibited a more sophis- 
ticated set of attitudes toward patients than 
did juniors. This conclusion is supported by 
the fact that seniors more often than juniors 
preferred the bold and aggressive child (3) 
who may be “more difficult to handle,” to 
the quiet and withdrawn one. It is seen again 
in the fact that seniors emphasized the dra- 
matic recovery of the pediatric patient as 
his best feature as well as other enjoyable 
features that might be connected with treat-. 
ing children (1). This attitude we interpret 
as expressive of a medical rather than an 


interpersonal point of view. Seniors were 
also less disturbed by what can be termed 
as “ego attacks.” They were not as upset 
as were the juniors to find that children did 
not always understand when the students 
were trying to help them (2). However, sen- 
iors tended to show somewhat less sophisti- 
cation in their images of persons other than 
the patient. Juniors, in all instances, corisid- 
ered the marks of the good nurse, physician 
and teacher to be good training and compe- 
tence in their field (5, 7, 8). Although sen- 
iors generally agreed, they did not subscribe 
to this view to as great an extent, tending to 
emphasize personal traits more often than 
did the juniors. Finally, it can be noted that 
seniors were much more negative in their 


Table 2 


Attitudes Toward Other Roles by “Types” of 
Junior and Senior Medical Students 


Juniors 


Seniors 


Scien- 


Attitudes Toward Other Roles tist 


Humani- 
tarian 


Profes- 
sional 


Profes- Humani- Scien- 
sional tarian tist 


(N:12) 


(1) Best feature of pediatric patients 
Often make dramatic recoveries 
Are enjoyable to work with 
Complain less than adults 
(2) Most difficult feature of pediatric 
patients 
Difficult to examine 
Parents have to be treated along 
- with children 
Don’t understand you’re trying to 
help them ; 
(3) Type of child most preferred as patient 
Bold and aggressive 
Quiet and withdrawn 
(4) Reasons for frequency of parent visiting 
Gains for the patient 
Allows physician to do his job 
(5) Qualifications of the good nurse 
Emphasis on training and competence 
- Emphasis on personal qualities 
(6) Judgment of nurse on the ward 
Generally positive judgment 
Neutral judgment 
Generally negative judgment 
(7) Qualifications of the good physician 
Emphasis on training and competence 
Emphasis on personal qualities 
(8) Qualifications of the good medical 
school teacher 
Emphasis on training and competence 
Emphasis on personal qualities 


(N:20) (N:40) (N:8)  (N:12)  (N:15) 


32 23 37 42 
68 77 63 42 
16 


*The items in all columns are percentages. 


20* 50 
60 50 
_ 31 32 30 25 8 46 
10 14 25 31 
&§ 69 58 56 50 54 23 
i 46 15 58 63 75 36 
54 85 42 37 25 64°” 
77 79 86 15 100 87 
23 21 14 25 wie 13 
67 79 69 37 54 67 
33 21 31 63 46 33 
27 69 63 11 29 40 
18 12 4 a 12 13 
55 19 33 89 59 47 
4 17 84 82 50 77 87 
. 23 16 18 50 23 13 
= 69 84 85 63 69 87 
: 31 16 15 37 81 13 
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estimates of nurses than were juniors (6). 
This general cynicism toward the nurse, 
coupled with a relative deemphasis of train- 
ing and competence by seniors, might be 
indicative of a reaction against the academic 
features of their training. In effect, the sen- 
ior might be here expressing an impatience 
to assume his professional role and to drop 
his academic status. Our data, of course, can 
allow us no more than this speculation al- 
though it fits in with the conclusions of oth- 
er studies that point to the increase in cyni- 
cism among medical students as they pro- 
gress through their medical training. 
Considering only the juniors, several con- 
clusions can be drawn concerning the char- 
acteristics of each of the three types of medi- 
cal students, a8 shown in Table 2. The Sci- 
entist appears to be the least definitive of 
all types in his attitudes. In three of the 
items, the Scientist is more evenly divided 
in opinion than are the other types, (1, 3, 
8). Although he tends to agree with other 
juniors concerning parent visiting (4) and 
the qualities of the good physician (7), even 
here he seems to be less decisive than the 
other juniors. What the Scientist is most 
definite about is the difficulty presented by 


the pediatric patient (2). In a similar vein,. 


he holds the most negative attitudes toward 
the nurse (6). He generally agrees that 
training is the most important qualification 


of the good nurse, but less so than other — 


juniors (5). 

The Humanitarian, on the contrary, holds 
a definite set of attitudes. He clearly enjoys 
working with pediatric patients (1), most 
often prefers the bolder child (3), and more 
than others would encourage parent visiting 
because of its gain to the patient (4). He is 
positive in his judgment of the nurse (6), 
and is definite in his belief that training 
and competence are the basic qualities in 
evaluating teachers, physicians and nurses 
(8, 7, 5). The Humanitarian presents an 
image of enjoying his interpersonal relation- 
ships. 

‘The Professional, like the Humanitarian, 
holds favorable judgments about the nurse 
(6). As he sees them, the qualifications of 
a good physician, teacher, or nurse derive 
from training and competence (7, 8, 5). 
Here he agrees with the Humanitarian. He 


enjoys working with children (1) as do most 
juniors, emphasizing their often dramatic 
recoveries. He finds his greatest difficulty 
in the fact that children do not understand 
that he is trying to help them (2). More 
than other juniors, the Professional prefers 
the quiet and withdrawn patient (3). 

Among seniors, differences between types 
tend to follow patterns similar to those of 
juniors. The Scientist appears to be relative- 
ly undefined about his attitudes as seen by 
the more nearly equal division of the group 
concerning the qualities of the good physi- 
cian (7) and in the relatively closer division 
between other alternatives, as compared 
with other seniors (8, 4). This results in 
the Scientist giving greater weight to per- 
sonal qualities as a basis for evaluating the 
physician (7), the teacher (8), and the 
nurse (5) than did other seniors. Although 
he enjoys working with children more than 
do other types (1), and prefers the bold and 
aggressive child (3), he does complain about 
not being understood by children (2). Of all 
seniors, the Scientist is most negative in his 
judgments of nurses (6). 

The Humanitarian appears among séniors . 
as being highly definite in his attitudes to- 
ward other roles (8, 7, 5) emphasizing train- 
ing and competence as the basis for evaluat- 
ing physicians, teachers, and nurses more 
than do other seniors. He is somewhat ambi- 
valent in his judgments of the nurse (6), 
but he is more positive in his attitudes to- 
ward her than other seniors are. He is pa- 
tient-oriented (4), but prefers the quiet pa- 
tient more than do others (3). Finally, he 
is not firmly decided about either the best 
features nor the difficult features of the 
pediatric patient (1, 2). 

The Professional falls between the other 


,two types in his judgments of other roles, 


but tends to favor training as a major quali- 
fication (7, 8, 5). He is generally negative 
about nurses although less so than the Sci- 
entist (6). Like the Scientist, he prefers the 
bold patient (3), and is totally patient- 
oriented in the reasons he gives for parent 
visiting (4). This is a strange reaction in 
view of the fact that the Professional found 
parents to be more of a problem than did 
other seniors (2). What the Professional 
may be expressing here is that parents are 
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a problem when he must deal with them; ceptive that people are harder to help than 
parents should sit with their children but they expected. The Professionals are not as 
should not interfere with his work. exclusively focussed on a single alternative, 
but here again their disappointments or com- 
Attitudes Toward a Medical Career plaints refer directly to the role of the physi- 
Little more needs to be said about the two cian that was important in attracting them 
matters shown in Table 3 concerning stu- to medicine from the first. 
dent’s attitudes toward medicine. As might From about one-quarter to one-half of all 
have been anticipated, there is a high corre- students have maintained the same attitudes 


Table 3 


Attitudes Toward Medical Career by “Types” of 
Junior and Senior Medical Students 


- Juniors Seniors 
Scien- Profes- Humani- Scien- Profes- Humani- 
Attitudes Toward A Medical Career tist sional tarian tist sional tarian 


(N:12)  (N:20) (N:40) (N15) 


Attitudes before entering medical school 
Medicine offered scientific challenge 83* 37 
. Physician seemed person of knowledge 
and respect 17 47 
Medicine offered a way to help people — 5 
Medicine seemed a glamorous and 
respected profession 
Attitudes at the present time 
Physician has greater limitations than 
expected 
Not as easy to help people as expected 
Medicine has more gaps in knowledge 
than expected 
Attitudes have not changed from what 
they were 
*The items in all columns are percentages. 


lation between the reasons given for entering from their earliest choice to the present, 
medicine and the attitudes towards medicine which implies a relatively high degree of sta- 
as a career. This is documented in Table 3 bility in their attitudes toward medicine and 


their reasons for entering the profession. 
There is some indication that the Humani-— 
tarian motivation appears to be the least 
stable among all types, as seen by comparing 
the proportions within each type whose atti- 


by the fact that the largest percentages of 
each type fall in the category that is most 
like their reason for entering medicine. For 
example, over 83 per cent of the Scientists in 
the junior group thought medicine was a sci- 


Although we recognize that our interpreta- 

_ The lower half of Table 3 conveys a very tations of the data appear tenuous at some 
similar impression; a high correlation be- points, we believe that there is much to be 
tween reasons ee for entering medicine, gained by considering medical students in 
and present attitudes toward the = ofession. terms of such types. By further exploration 
For example, Scientists in both eames and of the relevant characteristics of these types, 
senior groups find their greatest discovery to understanding of the motivations and behav- 
be that. medicine contains more gaps in ior of medical students will be facilitated, 
knowledge than they expected, perhaps a along with more accurate predictions of per- 
choice that reflects their scientific .interest. formance both prior to and during medical 
Similarly, the Humanitarians are most per- education. 


20 72° 38 7 
. 13 14 46 20 
67 14 8 66 
| 8 7 
12 14 23 43 
25 — 23 29 
43 31 7 
35 43 23 21 


PATIENT PARTICIPATION IN A 
PEDIATRIC PROGRAM* 


Ray Elling 


Ruth Whittemore, M.D. 
Morris Green, M.D. 


“Health cannot be simply given to 
people, it demands their participa- 
tion.”—RENE SAND 


Achievement of the patient’s full cooper- 
ation is a general problem of medical ther- 
apy. This has been documented in studies 
of irregular discharge from tuberculosis san- 
atoria,! delay in seeking treatment for can- 
cer,” lack of response to case-finding sur- 
veys,® and inadequate cooperation in various 


*This article draws upon a dissertation by R. H. 
Elling on Family Culture and Participation in a 
Rheumatic Fever Clinic (Unpublished Ph.D. dis- 
sertation submitted to the Faculty of the Depart- 
ment of Sociology, the Graduate School, Yale Uni- 
versity, 1957), which was based on research con- 
ducted while the author was a Commonwealth Foun- 
dation Fellow in Medical Sociology. Some phases 
of it were discussed in a paper read to the Ameri- 
can Sociological Society’s annual meeting in Wash- 
ington, D. C., on August 28, 1957. 

1. E. Frankel, “When the Patient Leaves the Tu- 
berculosis Sanitarium Against the Advice of the 
Physician,” Hospitals, 16 (1942), 97; C. Northrop, 
et al., “The Practical Management of the Recalci- 
trant Tuberculosis Patient,” Public Health Reports, 
67 (1952), 894. 

2. J. Aitken-Swan and R. Paterson, “The Cancer 
Patient: Delay in Seeking Advice,” British Medical 
Journal, 623 (1955), No. 4914; Beatrix Cobb, et al., 
“Patient-Responsible Delay of Treatment of Can- 
cer: A Social Psychological Study,” Cancer, 7 
(1954), 920; Rose K. Goldson, et al., “Some Fac- 
tors Relating to Patient Delay in Seeking Diag- 
nosis for Cancer Symptoms,” Cancer, 10 (1957), 1; 
C. R. Harms and J. A. Plant, “Delay in the Treat- 
ment of Cancer,” Journal of the American Medical 
Association, 121 (1948), 335. 


38. M. H. Burke, et al., Tuberculosis Studies in 
Muscogee County, Georgia: “X-Ray Findings in a 
Community-Wide Survey and Its Coverage as De- 
termined by a Population Census,’ Public Health 
Reports, 64 (1949), 263; T. Rosenthal and Abraham 
Oppenheim, “Evaluation of Cancer Prevention-De- 
tection Centers,” Journal of the American Medical 
Association, 155 (1954), 5388; Donovan J. Thomp- 
son and S. Péll, “Participation in the Allegheny 
County, Pa., Mass X-Ray Campaign, 1953,” Public 
Health Reports, 70 (1955 ),669 . 


Sloan Institute of Hospital Administration 
Graduate School of Business and Public Administration, Cornell University 
Yale University School of Medicine 
Indiana University School of Medicine 


preventive aspects of pediatric care.* The 
present study sought to discover relation- 
ships between family characteristics, the 
mother’s conception of herself and the child’s 
participation in a clinic program for chil- 
dren who had been diagnosed as having had 
rheumatic fever. 

Much sociological investigation of social 
participation has focused on memberships 
of a sample of persons in voluntary formal 
associations. In the medical setting, a more 
relevant approach is to examine the involve- 
ment of role players—in this case the pa- 
tient and his mother—in a particular medi- 
cal institution. While indices of participa- 
tion such as membership are of interest, to 
measure a more complete range of partici- 
pation one would ideally have indices of the 
extent to which an individual identifies with 
and actively pursues the goals of an insti- 
tution. It is this definition of participation 


4. Leila C. Deasy, “Socioeconomic Status and Par- 
ticipation in the Poliomyelitis Vaccine Trial,” Ameri- 


can Sociological Review, 21 (1956), 185; J. W. C. 


Douglas and Griselda Rowntree, “Supplementary 
Maternal and Child Health Services: Part I. Post 
Natal Care,” Population Studies, 3 (1949), 205; 
Ann C. Hansen, “Broken Appointments in Child 
Health Conferences,” Nursing Outlook, 1 (1953), 
417; Martha C. Hardy, “Parent Resistance to the 
Need for Remedial and Preventive Services,” ‘Jowr- 
nal of Pediatrics, 48 (1956), 104; Bessy L. Len- 
drum and Charlotte Kobrin, “Prevention of Recur- 
rent Attacks of Rheumatic Fever: Problems Re- 
vealed by a Long-Term Follow-Up,” Journal of the 
American Medical Association, 162 (1956), 3; Wil- 
liam G. Mather, et al., “Social and Economic Fac- 
tors Related to the Correction of School-Discovered 
Medical and Dental Defects,” The Pennsylvania 
Medical Journal, 62 (1954), 983; D. N. Mohler, et al., 
“Studies in the Home Treatment of Streptococcal 
Disease: I. Failure of Patients to Take Penicillin 
by Mouth as Prescribed,” New England Journal of 
Medicine, 252 (1955), 116; A. Yankauer, et al., 
“An Evaluation of Prenatal Care and Its Relation- 
ship to Social Class and Social Disorganization,” 
American Journal of Public Health, 43 (1953), 1001. 
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which has guided the empirical work of this 
study. 


PROCEDURES 


It seemed desirable to investigate a sin- 
gle illness as treated in a particular medical 
program where much of the treatment would 
be similar for all patients and the objectives 
of the program would be common to those 
included in the study. Further, it was neces- 
sary to have available records of reasonably 
objective behaviors which could be used to 


measure the patient’s support of the goals . 


of the program. Such behaviors would serve 
as an index of the patient’s degree of par- 
ticipation. In order that participation would 
be voluntary, it was essential that potential 
participants have access to the program and 
its benefits and that these be important to 
them. Also the medical staff would have to 
see a need for and lend their support to 
the study. 


A Measure of Participation 


The investigation, therefore, focused on 
children who had been treated for rheumatic 
fever in the pediatric cardiac clinics in the 
Grace-New Haven Community Hospital.*° The 
ingestion of daily prophylactic penicillin tab- 
lets and regular visits to the clinic were be- 
haviors directly related to the objectives of 
, maintaining and promoting the proper health 
of these children. Thus the regularity with 
which the patient took pills and kept ap- 
pointments provided a measure of his de- 
gree of participation. The program and its 
benefits were readily available to the pa- 
tient and his family. Fees were minimal and 


5. R. H. Elling, Family Culture and Participa- 
tion in a Rheumatic Fever Clinic (Yale University: 
Unpublished Doctoral Dissertation Submitted to the 
Faculty of the Department of Sociology, Graduate 
School, 1957.) The pediatric cardiac clinics under 
hospital auspices and the diagnostic clinic of the 
New Haven Rheumatic Fever and Cardiac Program 
under the auspices of the Division of Crippled Chil- 
dren of the Connecticut State Department of Health 
were sources of patient material. Since participa- 
tion was unrelated to being enrolled in one clinic 
or the other, and since many aspects of the two 
clinics. were similar, we will hereafter refer to these 
as one clinic. 


in low income cases nonexistent. There was 
essentially no means test which would ex- 
clude higher income families. Pills were pro- 
vided at cost or less.* All patients and their 
families had some recognition of the prob- 
lems related to the illness and knew of the 
clinic. And clinic personnel urged all to par- 
ticipate. Most treated cases in the commu- 
nity were probably known to the clinic since 
case finding had been carried out in New 
Haven schools, and the doctors in the com- 
munity were made aware of the advantages 
of the clinic’s demonstration program. There 
was, therefore, no obvious aspect of the clinic 
situation which might tend to exclude any 
particular group of patients and their fam- 
ilies. Clinic personnel were acutely aware 
of the problem of achieving the patient’s par- 
ticipation and gave their full support to 
the study. 


In fact, this clinic took special measures 
to achieve the active participation of all pa- 
tients. The physicians tried to explain all 
aspects of the illness that were important 
to the individual. The medical social work- 
ers, clinic nurses, public health nurse, and 
occasionally the dietitian assisted in this en- 
deavor. Emotional aspects of the illness and 
the importance of the family’s cultural back- 
ground were also considered by the staff. 
Following each clinic visit, the nurses in- 
formed the health services of the various 
schools concerning current recommenda- 
tions; follow-up contacts were effected for 
the most part by public health, visiting and 
school nurses and on occasion by the medi- 
cal social workers. An effort was made to 
employ the best community facilities in the 
service of the care of each patient. 


Obtaining the Sample 


A census of families with one or more 
rheumatic children known to the clinic was 
made. Since the census included only those 
who lived within the metropolitan area of 
New Haven, the clinic was physically avail- 


6. Penicillin tablets (250,000 units daily) were 
available at cost through the Connecticut Heart 
Association Penicillin Prophylaxis Program or 
through the State Department of Health at no cost, 
depending on the family’s ability to pay. 
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able to those in the study. By limiting pa- 
tient selection to children 12 years of age 
and under, it was possible to study effects 
on participation produced by the child’s fam- 
ily culture, while avoiding insofar as pos- 
sible effects of teen-age subculture. Of the 
118 families in the census, 80 were randomly 


selected as the study group. Since two fam- — 


ilies in the original sample had moved out 
of the area, two refused to cooperate in the 
study, and one patient with congenital heart 
disease had been mistakenly included in the 
census, five families were randomly selected 
as replacements. 

The data were collected in tape-recorded 


interviews with mothers in their homes. The 


interviewer identified himself as a student 
of sociology interested in what a family does 
about a problem like rheumatic fever. In 
order to obtain responses which were not 
biased in favor of the clinic, the interviewer 
decided to avoid identification with the clinic. 
This was accomplished by answering the in- 
evitable question, ‘‘Where’d you get our 
name?” by mentioning school health records. 

A content analysis was made of the re- 
cordings to develop categories for statistical 
examination of the data. Except for possi- 
ble clerical errors, clinic records provided 
an accurate count of broken appointments 
(cancelled appointments were not counted). 
On the basis of clinic records and those of 
the Connecticut State Heart Association, a 
calculation was made of the number of pen- 
icillin tablets which each child should have 
received and the amount actually purchased. 
Since the clinic program provided by far the 
most economical source of penicillin, it was 
unlikely that many pills were purchased 
through other sources over the usually long 
periods of time from the patient’s first con- 
tact with the clinic to the time of the study. 
But clinic records provided only a negative 
check on the child’s receipt of penicillin. For 
example, one mother religiously purchased 
the tablets “to keep a good record at the 
clinic,” but she informed the interviewers 
that she only gave her daughter “a couple 
pills a month.” Thus information obtained 
in the interviews was also taken into account 
in placing patients in participation: cate- 
gories. Relationships were assumed to be 


significant if the statistic yielded by the 
Chi-square test with Yates’ correction could 
be expected by chance fewer than 25 times 
in a thousand random samples from the same 
population. 


RESULTS: FACTORS IN PARTICIPATION 


The distribution and percentages of the 
sample by participation category are given 
in Table 1. It was not difficult to distin- 
guish three groups: those who had broken 
off relations with the clinic (8 cases, 10 per 
cent), low participators who took less than 
half their pills and broke two or more ap- 
pointments in 15 (16 cases, 20 per cent), 
and high participators, those who missed 
five or fewer pills a month and broke no 
appointments (27 cases, 34 per cent). The 
remaining 29 cases were divided into a “tend 
high” group and a “tend low” group. The 
“tend high” group included families who 
broke fewer than two appointments in 15, 
and missed something more than five pills 
a month, but took them in general. The “tend 
low” group broke more appointments and 
missed more pills in general than did the 
“tend high” group. If a patient did well on 
one criterion but did poorly on the other, 
he was classified “tend low.” The sample 
was split at the “tend high,” “tend low” 
point for purposes of analysis. 


Although family social class position has 
been found to be related to participation as 
it has been measured in studies of other 
voluntary associations, neither family income 
nor family social class position were sig- 
nificantly related to the level of the child’s 
participation in the clinic.’ Although there 
was a tendency for the class V (“lower” 
class) child to participate less, this was not 
significant at even the .05 level. In this 
situation, where availability factors (cost, 
distance, knowledge and expectations of 
clinic personnel that patients should par- 
ticipate) were essentially controlled, other 


7. For discussion of the instrument used*to meas- 
ure social class and the implications of social class 
for treatment of mental illness, see A. B. Hollings- 
head and F. C. Redlich, Social Class and Mental 
Illness, (New York: John Wiley & Sons, 1958). 
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factors seemed more important in explain- 
ing the patient’s level of participation. 


TABLE 1 
Distribution of Families 
According to Participation in the Clinic 


Tend Tend 
Broken Off Low Low High ‘High Total 
N 8 16 “12 17 27 80 
Per 
Cent 10 20 15 21 34 100 


Numbers in total low group=—36. Numbers in total 
high group—44. Total low group—45 per cent. To- 
tal high group=55 per cent. 


Importance of Identification 


Identification is an important element in 
participation.’ One index of a person’s iden- 
tification with an organization is the de- 
gree of cognitive agreement between his 
ideas and those held by leading figures in 
the organization. Thus we hypothesized that 
the children of mothers who had concepts 
of rheumatic fever which corresponded with 
those held by clinic personnel would be high 
participators. On the other hand, it was 
thought that children of mothers whose in- 
terpretation deviated from the medical opin- 
ion would be low participators. Their beliefs 
about the illness and its treatment might be 
obtained from friends, neighbors and other 
sources. Support for this hypothesis was 
gained by comparing those whose concept 


of the illness resembled the medical inter- 
pretation with those whose understanding 


of the illness differed markedly from that 
which might be obtained from clinic per- 
sonnel. Two specific aspects of the illness 
situation are discussed here by way of ex- 
ample. 
Mothers were asked about the action of 
penicillin. A number gave the medical in- 
terpretation that penicillin combats strep- 
tococcal infections. But 46 per cent gave 
other responses which did not make ref- 
erence to such infections. Some said penicil- 
lin “helps the heart,” “keeps the infection 
down” or “is like a vitamin.” More than a 
third of the mothers in the study said that 


8. G. W. Allport, “The Psychology of Participa- 
tion,” The Psychological Review, 53 (1945), 117. 


one becomes immune to penicillin. Twenty- 
three per cent felt that it was harmful in 
some way. Some said it harmed the kidneys. 
A few feared its effects on the child’s fer- 
tility. Three mothers were afraid that, if 
taken too often, penicillin would be habit 
forming. One said, “It’s made from mold, 
and mold is poison.” Another mother said, 
“What I don’t understand is all my life I’ve 
been told that aspirin is bad for the heart, 
and penicillin is way stronger than aspirin.” 
These interpretations were expressed in spite 
of the efforts of clinic physicians who had 
spent considerable time explaining the medi- 
cation to the family and the child at the 
onset of prophylaxis and had attempted to 
review the purpose of penicillin on many 
occasions. 

In line with the hypothesis, it was found, 
as shown in Table 2, that the children of 
mothers who had an understanding of pen- 
icillin which accorded with the concept held 
by clinic personnel were inclined to be high 
participators while the children of those 
who deviated from the medical concept were 
generally low participators. Those who, from 
the clinic’s point of view, had a “good” un- 
derstanding of penicillin prophylaxis in gen- 
eral knew when it should be taken and that 
it combats streptococcal infections. Those 
whose understanding of penicillin showed 
“fair” approximation to the clinic’s point — 
of view in general held the foregoing ideas 
too, but they also held confused ideas about 
the ill effects of the medicine. In general, 
the mothers with “poor” concepts of pen- 
icillin did not understand the relation of 
penicillin to streptococcal infections, nor did 
they know of any special time for taking 
it. Rather, they mentioned a great variety 
of other ideas of the antibiotic. Of the 53 
mothers whose concepts of penicillin showed 


TABLE 2 
The Mother’s Understanding of Penicillin 
and Participation in the Clinic 


Participation 
Understanding Low High 
of Penicillin Per Cent Per Cent 
“Fair” to “Good” 16 (44) 387 = (84) 
“Poor” 20 (56) 7 (16) 
Total 386 = (100) 44 (100) 


Chi square = 12.2; P<.025 
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fair to good agreement with the clinic views, 
387 (70 per cent) had children who were 
high participators. In contrast, only seven 
(26 per cent) of the mothers with “poor” 
concepts of penicillin had children who were 
high participators. 


One more example of the relationship be- 
tween these mothers’ conceptions of the ill- 
ness situation and the degree of participa- 
tion of their children can be cited. Hoch- 
baum® found that those who believed them- 


selves susceptible to tuberculosis tended to 


have a chest x-ray more often than those 
who, for one reason or another, thought of 
themselves as immune to such infection. 
Since the families in the present study had 
children who had already experienced an 
episode of rheumatic fever, the parallel to 
Hochbaum’s question was, “Aside from meas- 
ures that you might take against it, do you 
think your child could ever get rheumatic 
fever again?” As indicated in Table 3 
(which excludes the 11 families who exper- 
ienced one or more recurrences or suspected 
recurrences), the children of those who be- 
lieved rheumatic fever could recur were 
higher participators than the children of 
those who either doubted that rheumatic 
fever could recur in general or thought that 
it could recur in most children but not in 
theirs. A number of magical beliefs were 
evident in this area. A few hesitated to talk 
about recurrences for fear of bringing one 
on. As one mother said, “I don’t think too 
much about it. It’s like that cancer— you 
worry too much about something like that 
and you can get it.” Two mothers were con- 
vinced that rheumatic fever recurs inevita- 
bly. One said, “Every seven years.” On the 


other hand, some felt that all danger of a — 


recurrence was past because a certain magi- 
cal number of years had intervened with- 
out one. As one mother put it, “It’s been 
five years since he had it, and I don’t think 
it can come back after five years.” Another 
mother suggested three years. In general, 


9. G. M. Hochbaum, “Why People Seek Diagnos- 
tic X-Rays,” Public Health Reports, 71 (1956), 377; 
also, “Public Participation in Medical Screening 
Programs: A Socio-Psychologicai Study,” Public 
Health Service Publication, No. 572, 1958. 


TABLE 3 


The Mother’s Beliefs Regarding Recurrences of 
Rheumatic Fever (R.F.), and Partici- 
pation in the Clinic 


R.F. Can 
Recur to Low High 
Own Child PerCent N Per Cent 


Yes 11 (38) . 32 (86) 
No 18 (62) 5 (14) 
Total 29 (100) 37 (100) No.=66* 


*Excludes 11 cases in which there was a recur- 
rence or an examination for a suspected recurrence, 
as well as 3 cases in which questions in this area 
were inadvertently omitted. 

Chi square = 14.8; P<.025 


Participation 


those who agreed with the clinic concept of 
recurrence were high participators, while 
the children of those whose beliefs differed 
from the medical interpretation were low 
participators. 


To what were these conceptions of rheu- 
matic fever and its treatment attributable? 
Many, no doubt, had read about the illness 
in popular literature. Thus, for some aspects 
of the illness, such as its “‘cause,”’ we found 
the mother’s education significantly related 
to her understanding. Perhaps this was due 
to the larger number of sources of adequate 
information available to the individual with 
more education. Yet it was interesting that 
the extent of a mother’s formal education 
was not significantly related to her concep- 
tions of penicillin nor to her beliefs con- 
cerning the recurrence of rheumatic fever 
as these were measured in this study. Per- 
haps information about these aspects of the 
illness situation was not widely available 
through popular literature; apparently for 
these families the clinic was the main source 
of adequate information about these mat- 
ters. Thus, though formal education did not 
appear significant, certain other family char- 
acteristics seemed: to have an important in- 
fluence on the mother’s understanding of 
penicillin and recurrences. These character- 
istics seemed to affect the mother’s ability 
to identify in the clinic situation and, there- 
by, affected her ability to communicate with 
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clinic personnel.'®° These same aspects of the 
family culture were significantly related to 
the child’s degree of participation. 
Families who had failed to show upward 
mobility in the social class structure,!! fam- 
ilies that showed evident relationship prob- 
lems (a history of divorce or separation, 
obvious conflict such as resorting to police 
action within the home, hospitalization for 
mental illness, and/or officially recorded de- 
linquency in the children), families who had 
moved recently in the local area, and Negro 
families, as a deprived group, tended to have, 


from the clinic’s point of view, inadequate - 


ideas of the illness and its treatment. The 
children in these families were inclined to be 
low participators. Families that showed up- 
ward mobility, families without evident rela- 
tionship problems, and families who had re- 
mained in one residence for more than a year 
had adequate concepts of the illness. In gen- 
eral, the children in these families were high 
participators. 

It is more than likely that some of these 
family characteristics had direct effects on 
participation. Perhaps families that had re- 
lationship problems were disorganized to 
such a degree that they had difficulty in 
following a schedule. Moreover, there was 
a significant association between family re- 
lationship problems and the mother’s atti- 
tude toward the rheumatic child. Mothers 


10. Another interpretation which has been sug- 
gested is that there may be no difference in the 
availability of information about various aspects 
of the disease in the popular literature, but that 
knowledge about the effects of penicillin and its 
function and knowledge about the possibility of the 
illness recurring in one’s own child may have more 
implications for action than does knowledge about 
the cause of rheumatic fever. Thus, on the one hand, 
havirg knowledge which would require action was 
related to variables which were related to partici- 
pation but not to variables (like education) which 
were not significantly related to participation, while 
on the other hand, having knowledge which was in- 
consequential for action was not related to the 
same variables as “consequential knowledge.” In 
any case, the element of identification in a situ- 
ation and its effect on the receipt or acceptance of 
information may still have been in operation in 
this situation. 


_ 11. A. B. Hollingshead and F. C. Redlich, “So- 
cial Mobility and Mental Illness,” American Journal 
of Psychiatry, 112 (1955), 180. 


were asked how they felt at each stage of 
the patient’s rehabilitation. They were also 
asked what restrictions the doctor had rec- 
ommended at the last visit. These were com- 
pared with the restrictions the mother said 
she enforced. If her responses to these ques- 
tions indicated that the mother agreed with 
the doctor’s orders or restricted the child 
more than his orders required, she was 
termed “protective.” If, on the other hand, 
her replies showed she was impatient to 
take the child off restrictions, she was 
termed “indifferent.” In general, the chil- 
dren of “protective” mothers followed the 
medical program closely, that is, they were 
high participators. The children of “indif- 
ferent” mothers were lax in taking pills 
and keeping appointments. The “protective” 
mothers showed significantly fewer rela- 
tionship problems in their families than did 
the “indifferent” mothers. Brazelton and 
his co-workers’” reported similar findings. 
They suggested that the mother’s attitude 
toward the child before the onset of rheu- 
matic fever had an important influence on 
later handling of the illness. The present 
study focused on the mother’s attitude to- 


’ ward the rheumatic child subsequent to the 


onset of the illness. But in both studies the 
mother’s attitute toward the child was re- 
lated to the harmony of family relationships. 
Perhaps it was the case, as our data sug- 
gested, that the offspring of difficult or 
discordant relationships were no more ap- 
preciated than the relationships themselves. 
In turn, these “indifferent” mothers gave 
little attention to the child’s medical care. 
Aside from such direct connections between 
family characteristics and medical behavior, 
the data suggested another way in which 
the family’s culture was related to partici- 
pation. 


Importance of the Reflexive Self Concept 


Mothers were encouraged to express the 
feelings they believed clinic doctors had to- 
ward them. Some gave positive responses, 
such as “I think they like me,” or “They 


12. T. B. Brazelton, et al., “Emotional Aspects 
of Rheumatic Fever in Children,” Journal of Pedi- 
atrics, 43 (1953), 339. 
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think I’m a good mother.” Others felt that 
clinic doctors had mixed opinions of them, 
for example, “They don’t think much of the 
way my husband drinks, but I guess they 
think we done our best.” A number felt 
negatively evaluated by the doctors in the 
clinic, for example, “I guess they thank the 
children ought to have a father,’ or “The 
doctor thinks I’m stupid.” It was evident 
that various aspects of the family’s culture, 
such as discordant or incomplete relation- 
ships or inadequate living conditions, often 
entered into what we term the mother’s re- 
flexive self concept, that is, her opinion 
of herself from the point of view of other 
specified persons, in this case, the clinic 
doctors. In fact, statistically speaking, a 
number of family characteristics—income, 
social class, vertical mobility, family har- 
mony, stability of residence and ethnic back- 
ground (Negroes compared with others) — 
were significantly related to the manner in 
which these mothers believed they were eval- 
uated by clinic physicians. Though income 
and social class showed no significant rela- 
tionship to participation, it is likely that 
these factors, as well as the other family 
characteristics discussed above, provided 
part of the background against which the 
mother felt she was being judged by clinic 
physicians. In turn, the mother’s reflexive 
self concept was significantly related to her 
conceptions of the illness and to the child’s 
participation. 

As shown in Table 4, the mother’s re- 
flexive evaluation of herself was signifi- 
cantly related to her conception of penicil- 
lin. Those who believed themselves positively 
evaluated by clinic physicians tended to have 
an understanding of penicillin comparable 
to that of clinic personnel, while those who 
felt negatively evaluated deviated in their 
beliefs concerning the medicine from those 
of clinic personnel. This relationship held 
for ideas of recurrence and other particu- 
lar concepts of the illness as well. 


Table 5 indicated that when a mother 
felt positively evaluated by clinic doctors, 


13. R. H. Turner, “Role-Taking, Role Standpoint, 
and Reference Group Behavior,” American Journal 
of Sociology, 61 (1956), 321. 


TABLE 4 
The Relation of the Mother’s Reflexive Self Con- 
cept (R.S.C.) to her Understanding of Penicillin 
Understanding of Penicillin 
“Poor” “Fair” to “Good” 
R.S.C. N_ Per Cent N_ Per Cent: 
Positive 3 (12) 18 (35) 
Mixed 5 (21) 20 (39) 
Negative 16 (67) 14. (26) 
Total 24 (100) 52 (100) 


Chi square = 11.0; P<.025 


her child was generally a high participator. 
In contrast, when a mother felt that clinic 
physicians disapproved of her, her child was 
usually a low participator. 

The evaluation of herself which the moth- 
er imputed to the physician was more than 
“just another factor” related to her concept 
of the illness and the child’s participation. 
Her reflexive self concept seemed to be an 
intervening variable by which various fam- 
ily characteristics were related to her con- 
ception of the illness and the child’s par- 
ticipation. It appeared that the mother with 
certain ill-favored family experiences such 
as divorce or separation failed to identify 
with the clinic program because she felt dis- 
approved of by clinic personnel. In conse- 
quence, she ignored information given to her 
about the illness and its treatment by clinic 
physicians and did not encourage the child 
to take penicillin tablets or keep clinic ap- 
pointments. In any case, as compared to 
other factors, the mother’s reflexive self 
concept showed a controlling relationship to 
participation. For example, when reflexive 
self concepts were held constant, the asso- 
ciation between family relationship prob- 
lems and participation disappeared. The 


TABLE 5 


The Mother’s Reflexive Self Concept (R.S.C.) 
and Participation in the Clinic 


Participation 
Low High 
R.S.C. N_ Per Cent Per Cent 
Positive 5 (14) 16 (39) 
Mixed 7 (19) 18 (44) 
Negative 24 (67) 7 (17) 
Total 36 =. (100) 41 - (100) 


Chi square = 19.8; P< .025 
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same was true for almost every factor stud- 
ied. However, holding other factors constant 
did not destroy the tendency for reflexive 
self concepts to be related to participation. 

These findings cannot be generalized with- 
out further study since other factors might 
influence participation in other medical situ- 
ations. Perhaps the importance which fam- 
ily characteristics assumed in this study 
with their influence on participation was 
unique to this pediatric situation. Neverthe- 
less, certain findinzs suggested that medical 
participation patterns are general. There 
was a significant tendency for high partici- 
pators to report positive relations with doc- 
tors in general and for low participators to 
show suspicion and distrust of any medical 
relationship. Thus, mothers of high partici- 
pators in the rheumatic fever program sel- 
dom reported disappointing medical experi- 
ences prior to contacting the clinic and they 
usually said they would contact a doctor 
“right away” for a hypothetical pain in the 
chest. The mothers of low participators usu- 
ally reported disappointing medical experi- 
ences prior to contacting the clinic and for a 
hypothetical pain in the chest they in gen- 
eral “wouldn’t go to a doctor ’til I was flat 
on my back.” There was also a significant 
relationship between participation in the 
rheumatic fever program and the receipt. 
of poliomyelitis vaccine. The children of high 
participators had received such injections 
more often than the children of low par- 
ticipators. This tendency for medical rela- 
tionships to be general was also found by 
Goldsen.'* 

It appears from this study that when a 
treatment situation is materially and organ- 
izationally available, income and family so- 
cial class position are not by themselves 
central determinants of participation. In- 
stead, a number of aspects of the family 
background that make up a part of the 
patient’s reflexive self, and thereby affect 
his ability to identify in the treatment situ- 
ation, are of central importance in influ- 
encing his degree of participation. Thus, any 
great improvement in degree of participa- 

14. Rose K. Goldson, et al., “Some Factors Re- 


lated to Patient Delay in Seeking Diagnosis for 
Cancer Symptoms,” Cancer, 10 (1957), 1. 


tion in such a situation cannot be expected 
from simply making facilities more avail- 
able or from providing more “correct” in- 
formation. Some improvement in patient 
participation might be achieved if the physi- 
cian gave more time to the instruction of 
the patients and their families in their un- 
derstanding of the illness, drugs and other 
therapeutic measures, for such conceptions 
were related to participation in this study. 
The physician might even ask patients to 
express their ideas of the illness and its 
treatment on return visits so that he could 
learn what to emphasize in each case. Never- 
theless, instruction and pamphlets are of no 
avail if the patient’s “receiving apparatus” 
is not set to receive the message. Though 
concepts of illness are related to participa- 
tion, they appear to depend on group iden- 
tifications and factors that affect these iden- 
tifications. Before the patient’s level of par- 
ticipation and his understanding of the ill- 
ness can be modified,. these more funda- 
mental factors affecting the patient’s iden- 
tification with the treatment situation must 
be taken into account. 


The Attitude of the Medical Personnel 
as a Factor 


How may more positive patient identifi- 
cation with the medical care situation be 
achieved when certain characteristics of the 
patient and his family are generally ill- 
favored by medical personnel in control 
of the treatment situation? The evaluation 
which a patient makes of himself through 
the doctor’s eyes does not exist in a vacuum. 
Medical therapy, like all social situations, 
involves interaction or reciprocal relations. 
It is more than likely that the evaluations 
which patients think doctors make of them 
depend not only on the patient’s self char- 
acteristics, but on the doctor’s actual feel- 
ings toward these characteristics as well. 
For example, one of the most permissive 
pediatricians in the present treatment set- 
ting commented in relation to divorce and 
separation, “In some cases it is unavoidable 
and sometimes it’s best, but, somehow, it 
just isn’t as nice as it ought to be.” In- 
creased awareness of their own value judg- 
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ments and recognition of this aspect of their 
role might allow physicians to modify their 
behavior in relation to patients and their 
families enough to facilitate patient partici- 
pation by permitting the patient to identify 
in the treatment situation. Another measure 
which might improve the level of. partici- 
pation would be the development of an index 
which would accurately predict what pro- 
portion of patients having stated character- 
istics could be expected to be high or low 
participators. This would permit the physi- 
cian to give special attention to potential 
low participators. Before the efficacy of any 
of these measures could be established, how- 
ever, it would have to be studied by alter- 
ing one treatment situation which could be 
compared with another similar situation in 
which no change was made. 

Even though some of the foregoing 
changes were carried through and found to 
be beneficial, it is questionable whether this 
would dispel the patient’s impression. that 
the doctor as a community authority dis- 
approves of.certain aspects of his life. Thus, 
other aspects of the treatment situation, par- 
ticularly those relating to the organization 
of medical practice, which we have not ex- 
amined in this study, should receive atten- 
tion in future work on patient participation. 
Since we did not examine such factors, this 
study cannot be seen as lending support to 
any particular form of organization. Never- 
theless, certain questions are suggested. Does 
the present organization of a clinic allow 
time to establish a personal relationship with 
continuity of care? And is this desirable? 
What effect would altering the mode of con- 
trol in medical organizations have? Would 
a democratic procedure, whereby even the 
most ill-favored patient would feel he had 
some control over his medical experience, 


result in a higher general level of patient 
participation? How could such alterations 


_ be integrated with the physician’s profes- 


sional perogatives? These are but a few of 
the questions which might be asked about 
the relationship between the organization of 
medical practice and participation. 


SUMMARY AND CONCLUSIONS 


(1) Lack of patient participation, a gen- 
eral medical problem, was studied in a rheu- 
matic fever program where, in spite of the 
strong motivation on the part of clinic per- 
sonnel to encourage participation and the 
available nature of the program, an impor- 
tant share of the patients were found to be 
low participators. 


(2) In this situation, where the availabil- 
ity of the program was assured, family in- 
come and family social class position showed 
no statistically significant relationship to de- 
gree of participation. 


(3) Certain family characteristics—verti- 
cal mobility in the social class structure, 
harmony of family relationships, residen- 
tial stability, and ethnic background (Ne- 
groes as a deprived group)—were signifi- 
cantly related to conceptions of rheumatic 
fever and penicillin and to the degree of 
participation. 


(4) It is suggested that these relation- 
ships occurred, in part, through the effect 
these family characteristics had on the moth- 
er’s reflexive self concept, that is, the 
mother’s estimate of how she is evaluated 
by clinic doctors. 


(5) Some implications of these findings 
for medical practice and further research 
are discussed. 
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FAMILIAL CORRELATES OF “PSYCHOSOMATIC” 
SYMPTOMS IN MALE CHILDREN* 


William McCord, Ph.D., Joan McCord and Paul Verden 


In the literature on psychosomatic ill- 
nesses, two causative concepts—the belief 
that the patient’s symptoms represent a re- 
sponse to situational or psychic “stress” and 
the opinion that the patients may have an 
inherent tendency to “adopt the sick role’— 
have achieved special attention. Numerous 
studies have demonstrated a relation between 
psychosomatic illness and both situational 
stress (the tensions experienced by a person 
occupying a particular social or occupational 
role) and psychic stress (the inner tensions 
suffered by the person because of his char- 
acter structure) .? In addition to the concept 
of stress, several social scientists—most 
prominently, Talcott Parsons —have sug- 
gested that the “sick role,” because it re- 
leases the patient from other obligations, 
may have an extraordinary appeal as a legit- 
imized escape hatch.* 

Recently, David Mechanic and Edmund 
Volkart have produced empirical evidence 
that individuals differ in their eagerness to 
assume the sick role—indeed, Mechanic and 
Volkart argue that this variable may have 
more etiologic significance than do stress 
factors.* 


PURPOSE OF THE STUDY 


The purpose of this study is to examine 
the influence of the child’s experience with- 


*The authors wish to express their gratitude to 
the Ella Lyman Cabot Foundation, the Harvard 
Laboratory of Social Relations, and the National 
Institute of Mental Health (Grant M2647) for 
their generous financial support of this research. 

1. Hans Selye, The Stress of Life, (New York: 
McGraw-Hill Book Co., 1956). 

2. F. Alexander and T. M. French, Studies in 
Psychosomatic Medicine, (New York: Ronald Press, 
1948). 

8. Talcott Parsons, The Social System, (Glencoe: 
The Free Press, 1951). 

4. David Mechanic and Edmund Volkart, “Stress, 
Illness Behavior, and ‘the Sick Role,’ American 
Sociological Review, in preparation. 


Stanford University 


in his family upon psychosomatic illnesses. 
There have been a number of studies, pri- 
marily in the context of the psychoanalytic 
tradition, which have attempted to recon- 
struct the typical familial backgrounds con- 
ducive to various types of illness.® This re- 
search has often suffered from its inability 
to differentiate the patient’s “real” back- 
ground from his subjective and perhaps in- 
correct memories or. the possibly biased self- 
reports of parents. In this present research, 
on the other hand, it has proved possible to 
observe directly several hundred families 
over an extended number of years and to 
correlate conditions in the home with the 
incidence among the children of obesity, ac- 
ne, and gastrointestinal disorders. 


BACKGROUND OF THE RESEARCH 


The opportunity to conduct this analysis 
emerged from the Cambridge-Somerville ex- 
periment, a large scale attempt between 
1935 and 1945 to prevent delinquency. Two 
hundred fifty-five boys were selected from 
these Massachusetts’ cities and were closely 
observed for a period of more than five 
years. During the time of most intense ob- 
servation, 1939-1945, the boys averaged ten 
to sixteen years of age. The children were 
drawn primarily from the lower class and 
the sample contained a high proportion of 
Catholic immigrant parents.® The homes of 
these boys were visited by trained social 


5. See Franz Alexander, “The Influence of Psy- 
chologic Factors Upon Gastro-Intestinal Disturb- 
ances: A Symposium,” Psychoanalytic Quarterly, 3 
(1934), 501; and H. Bruch and G. V. Touraine, 
“The Family Frame of Obese Children,” Psychoso- 
matic Medicine, 2 (1940), 141. 

6. Because of the restricted socioeconomic range 
of the sample this analysis probably has bearing 
only upon psychosomatic symptoms within the low- 
er class. Within our sample, there was no relation- 
ship between class, ethnic group, religion, or paren- 
tal education and the child’s illnesses. 
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workers on an average of twice a week for 
more than five years. Since the methodology 
and history of this project have been re- 
ported elsewhere in detail,’ we will describe 
only those aspects of it which have the most 
direct relevance to the present study. 


The Measures of Obesity, Acne, and | 
Gastrointestinal Disorders 


‘Periodically, from 1938 through 1945, the 
subjects of the experiment were given rou- 
tine physical examinations by staff physi- 
cians and, in some cases, by hospital and 
clinic staffs in Boston. Normally, the exam- 
inations did not go beyond a routine medical 
examination of the boys. The physicians di- 
agnosed thirty-five of the children as exhib- 
iting one of three types of symptoms which 
commonly have been regarded as psycho- 
genic in nature: (1) sixteen boys suffered 
from peptic ulcers, colitis, or other gastro- 
intestinal complaints; (2) ten boys were 
victims of severe, disfiguring acne which 
had reached a more profound stage than the 
usual adolescent skin disorders; and (3) 
nine boys were markedly obese. 

At the time these diagnoses were made 
the physicians either had no knowledge as 
to the nature of the boys’ homes or, at most, 
cursory knowledge based on remarks which 
the boys volunteered during their examina- 
tions. The physicians did not know that their 
diagnoses would later be used to study the 
relation between physical symptoms and 
home environment. 


The Measures of the Environment of the 
Child in the Family 


During the same period, the families of the 
“psychosomatic” children and of an addi- 
tional 220 boys who did not exhibit one of 
the three physical symptoms were regularly 
visited by the counseling staff of the Cam- 
bridge-Somerville experiment. The homes 
were visited at unannounced intervals, and 
the observers had an opportunity to see the 


7. William McCord, Joan McCord, and I. Zola, 
Origins of Crime (New York: Columbia University 
Press, 1959); William McCord, Joan McCord, and 


J. Gudeman, Origins of Alcoholism (Stanford: Stan-. 


ford University Press, 1960). 


child and his parents in many different sit- 
uations. These observations of the parents’ 
behavior, attitudes and relationships were 
recorded systematically and provided the raw 
data for this later analysis. In 1956, an in- 
dependent staff of researchers categorized 


‘these observations into a set’ of ratings de- 


scriptive of the boy and his home. Neither 
the original observers nor the later ‘raters 
knew that the material would be used for 
a study of childhood illnesses; consequently, 
the possibility of conscious bias was mini- 
mized. Application of tests of inter-rater re- 
liability indicated that independent raters 
achieved a high level of agreement in cate- 
gorizing the original observations. Recent 
studies utilizing these ratings have indicated 
a series of strong relationships between the 
measures of home environment and the even- 
tual adult behavior of the boys; thus, the 
general predictive validity of the ratings has 
been empirically established.® 

The categorization of the children’s back- 
grounds included four major classes of vari- 
ables descriptive of the parents’ relation to 
each other (their degree of conflict, esteem 
for each other, and roles within the home) ; 
the parents’ relation to the child (their 
methods of discipline, their expectations, and 
their affection for the boy); the parents’ 
general attitudes (their religion and value 
orientations) ; and the parents’ relation to 
the community (their occupations, reaction. - 
to crises, participation in community affairs, 
et cetera) .® 


Selection of a Sample 


An examination of the familial back- 
grounds and character of the three types of 
“psychosomatic” children indicated that they 
did not differ strikingly in familial environ- 
ment from each other.’° Thus, within this 
sample, there was no relationship between 
the child’s familial environment and his spe- 


8. See the following footnotes for specific Scott 
x reliability coefficients. 

9. A full list and description of the various cate- 
gories can be found in Origins of Alcoholism, op. 
cit. 

10. The one exception to this statement is that 
the boys who suffered from severe acne were more 
likely to become delinquent than were the two other 
types. 
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cific “choice” of symptom. Consequently, in 
the analyses subsequently reported in this 
paper, the three types of illnesses were 
treated as a single unit. We were, therefore, 
furnished with a group of thirty-five boys 
who had been medically diagnosed as exhib- 
iting physical symptoms which might be 
“psychosomatic” in nature. (It should be 
noted that the term “psychosomatic” is used 
here simply as a convenient label. Our pur- 
pose was to examine whatever associations 
might exist within our sample between the 
physical symptoms and familial conditions; 


to the extent that these symptoms appeared. 


to emerge from familial conditions, they 
might legitimately be viewed as ‘“‘psychoso- 
matic.”’) 

Several theories have suggested that the 
psychosomatic patient is a basically “intro- 
punitive” person—one who expresses inter- 
nal stress by punishing himself and his body 
rather than by striking back at the outside 
environment. Conversely, the delinquent has 
often been described as “extropunitive’—a 
person who expresses internal stress by 
“acting out” his tensions. Hence, for theo- 
retical reasons, we separated the delinquents 
from the non-delinquents in order to control 
the influence of this factor. Information on 
delinquency, drawn from the Massachusetts’ 
courts, furnished an independent measure of 
the degree to which the children had been 
-involved in aggressive, destructive acts. Be- 
' cause it seemed reasonable to suppose that 
there might be important differences in 
background between those boys who, on a 
behavioral level of overt delinquency, were 
“extropunitive,” and those who were “intro- 
punitive,” the psychosomatic boys were di- 
vided into two sub-groups: 

1. “Psychosomatic-extropunitive’ boys. 
Seventeen children who were diagnosed as 
suffering from obesity, severe acne or a gas- 
tro-intestinal disorder and also had partici- 
pated in delinquent activities. 

2. “Psychosomatic-intropunitive”’ boys. 
Eighteen children who exhibited one of the 
three symptoms but were not involved in 
overt delinquency. 

Two hundred twenty boys who had under- 
gone identical physical examinations and 
whose homes had been observed in a simi- 


larly intensive fashion remained from the 


original sample and could be compared sys- 
tematically to the two groups of “psycho- 
somatic” children. These control boys were 
also divided into two categories: 

1. “Control-extropunitive” boys. Eighty 
children who did not have psychosomatic 
symptoms but were involved in delinquent 
activities. 

2. “Control-intropunitive” boys. One hun- 
dred forty children who were neither dis- 
turbed by psychosomatic symptoms nor were 
involved in delinquent actitives. 

Although the sample of psychosomatic 
boys was small, perhaps atypical—and thus, 
the research could be merely exploratory— 
it seemed worthwhile to undertake the anal- 
ysis, for the material had two qualities which 
lent it potential significance: (1) The famil- 
ial environments of the subjects and their 
controls were directly observed, over a peri- 
od of more than five years, by a number of 
different people; thus, some of the problems | 
involved in retrospective, questionnaire, or 
interview studies were eliminated. (2) Nei- 
ther the original observers, the physicians, 
nor the later raters were aware that the 
data would be used for a study of physical 
illnesses; thus, the chance that preconceived 
assumptions of the researchers would con- 
taminate the observations was forestalled. 


THE RESULTS 


The research was initiated on the as- 
sumption that two general hypotheses would 
be confirmed: (1) We assumed that the 
“psychosomatic” children would more often 
have been reared in families characterized 
by a high degree of interpersonal stress— 
conflict between the parents, or parental 
dissatisfaction, or parental rejection of the 
child. (It seemed reasonable to assume fur- 
ther that the “psychosomatic-extropunitive” 
boys would have been subjected, more than 
any of the other groups, to such conditions). 
(2) We hypothesized that the “psychoso- 
matic” children would have often been 
raised by parents who encouraged the child 
to assume the sick role—by parents who 
themselves suffered from similar symptoms, 
from hypochondriasis, and from unrealistic 


anxieties about their own and their sons’ 


i 
t 
i 
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health. (We thought, too, that the “extro- 
punitive psychosomatic children” might, 
more than the others, have also been exposed 
to aggressive, extropunitive parental mod- 
els). Neither of these general hypotheses 
was fully confirmed. 


The Relation ‘Between Interpersonal Stress 
Within the Family and “Psychosomatic” 
Symptoms in the Child 


From the observations of visitors to the 
families, ratings were constructed of several 
factors relating to the degree of interper- 
sonal stress and conflict within the family. 
These included such aspects of the home as 
the amount of affection which one parent 
demonstrated toward the other, the parents’ 
satisfaction with their roles within the home, 
and the amount of direct conflict and argu- 
ment between the parents." 

Our assumption was that children reared 
in homes characterized by a pervasively high 


11. Seott x inter-rater reliability coefficients on 
the ratings were as follows: father’s affection for 
boy, .71; mother’s affection for boy, .75; parents’ 
affection for each other, .63; parents’ satisfaction 
with role, .67; parental conflict, .64. 
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level of stress—homes in which the parents 
disliked and denigrated each other and were 
in constant conflict—would be likely to cre- 
ate children who were subject to great in- 
ternal turmoil, confusion, and tension. Such 
children, one might presume, would be more. 
subject to various physical disorders; they 
might express their tension in eating orgies 
and become obese or they might be more 
subject to tension-created glandular mal- 
functions with their subsequent effects of 
skin disease or gastrointestinal disorders. As 
Table 1 indicates, this expectation was not 
fulfilled. 

Clearly, the “extropunitive” boys were 
more often reared in homes which were char- 
acterized by interpersonal stress. Among the 
“extropunitive” boys, those who had psycho- 
somatic symptoms were more likely to have 
been subjected to intense conflict, low mu- 
tual esteem between their parents, and a 
lack of affection between the parents. Yet, 
these differences were not statistically sig- 
nificant. Nor did significant differences ap- 
pear when we totaled the number of “stress 


variables” which tended to be related to psy- 


chosomatic disorders among extropunitive 
boys (Table 2). 


Table 1 


Family Stress and Psychosomatic Symptoms: Per Cent of Each 
Group by Types of Parental Relationship 


Parental 
Relationship 


Extropunitive Intropunitive 


Psychosomatic Control 


Psychosomatic Control 


(N: 17) (N: 80) (N: 18) (N: 140) 


Intense parental conflict 
Low mutual esteem between parents 
Lack of affection between parents 


Table 2 


Combined Measures of Family Stress and Psychosomatic Symptoms: Per Cent 
of Each Group on Ascending Levels of Stress as Measured by Negative 
Factors in the Child’s Background 


Number of “Negative” 
factors in the 
Child’s Background 


Extropunitive Intropunitive 


Psychosomatic Control 


Psychosomatic Control 
(N: 17) (N: 80) (N: 18) (N: 140) 


None 
One 
Two 


35 55 

6 6 
28 
41 11 


Three 
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The “extropunitive’ children—regardless 
of whether they were victims of psychoso- 
matic symptoms—were significantly more 
often exposed to three stress-producing cori- 
ditions than were the “intropunitive” boys.’” 
But, within the scope of this sample, there 
was no apparent relationship between “‘psy- 
chosomatic” symptoms, as such, and stress- 
ful conditions within the home. 


The Relation Between Parental Models and 
“Psychosomatic” Symptoms in the Child 


Our second assumption was that children, 
who were reared by parents who themselves 
were victims of psychosomatic ailments or 
who, in other ways, had an inordinate ten- 
dency to adopt the sick role, would be more 
likely to exhibit psychosomatic symptoms. 
To test this belief, four measures were 
used :18 

1. The parents’ health anxiety. The par- 
ents were rated on the degree to which they 
manifested fears about their health or their 
children’s health—fantasies about malevo- 
lent germs, the dangers of violent accidents, 
or fears about contacts with others. Such 
parents, one might expect, would encourage 


parents were rated on their degree of con- 
cern about body cleanliness. They ranged 
from an extreme of compulsive meticulous- 
ness to an almost total unconcern about 
cleanliness. 

4. The parents’ mental disorders. The par- 
ents were rated on the degree to which they 
exhibited unrealistic fears (other than in 
the area of health) and suffered from overt 
neurotic or psychotic symptoms. 

The “psychosomatic intropunitive” boys, 
in contrast to the intropunitive controls, 
were significantly more likely to have been 
reared by mothers who (1) suffered from 
unrealistic fears about their health, (2) 
were victims of neurotic or psychotic symp- 


toms, (3) complained of gastrointestinal dis-. 


orders, (4) took inadequate care of their 
bodies, and fathers who (5) had unrealistic 
health anxieties and (6) exhibited little con- 
cern about cleanliness.'* 

These variables did not significantly dif- 
ferentiate between the “extropunitive psy- 
chosomatic”’ boys and the extropunitive con- 
trols. 

The combined influence of these variables 
can be seen in Table 3—(each child was 


Table 3 
Parental Illness Models and Psychosomatic Backgrounds: Per Cent of Each Type 


Number of Extropunitive Intropunitive 
“TiIness Model” Psychosomatic Control Psychosomatic Control 
Variables (N: 17) (N: 80) (N: 18). (N: 140) 
» None 12 14 11 16 
One or two 53 35 22 53 
Three or four 23 42 28 23 
More than four 12 9 39 8 


the child to have fears about his own health 


and, perhaps, to use the sick role as a way 


of gaining parental attention. 

2. The parents’ gastrointestinal disorders. 
The parents were rated concerning their ver- 
bal complaints about chronic indigestion or 
other stomach disorders; this rating was 
based on parental comments to the home 
visitors, rather than on a medical diagnosis. 

3. The parents’ care for their bodies. The 


12. Chi square = 10.93, 1 d.f.; P<.001. 

18. The Scott x inter-rater reliability score on 
each of these four measures was: (1) for the fath- 
ers .69, the mothers .65; (2) the fathers .86, the 
mothers .90; (3) the fathers .86, the mothers .76; 
(4) the fathers .60, the mothers .61. 


rated on the presence in his home of parental 


- health anxieties, parental mental disorder, 


parental intestinal disorder, and parental 
inadequate body care). 


14. Space requirements prohibit a tabular presen- 
tation of the data on which these measures are 
based, relating to the uncombined variables, taken 
one by one. The authors will supply these uncom- 
bined data on request. Here we may report that the 
chi square tests of significance, each with 1 d.f., 
corrected for the small N, stood at the following 
levels, in the order in which they have just been 
presented: 

Mothers’ symptoms—(1) 9.81, P<.005; (2) 6.3, 
P<.02; (3) 8.34, P<.005; (4)'14.9, P< .001. 

Fathers’ symptoms—(5) 15.25, P<.001; and (6) 
12.30, P<.001.. 


f 
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It would appear that the “psychosomatic- 
intropunitive” boys, although not suffering 
from an undue amount of intrafamilial 
stress, tended to imitate their parents in us- 
ing illness as a means of coping with their 
environment. It seems reasonable to suggest 
that these children, having observed their 
parents’ propensity to “adopt the sick role” 
(and perhaps too, having seen their parents’ 
enjoyment of the attentions which sickness 
brought to them), have learned to use ill- 
ness as a means for securing rewards which 
would otherwise be denied them. 


It might be argued that these apparent 
associations between parental models and the 
child’s illness could be due to a common 
physiological basis. The fact that parents 
who were disturbed by intestinal disorders 
produced “psychosomatic intropunitive” chil- 
dren more often than did other parents 
might, for example, be attributed to a con- 
stitutional predisposition. Two facts militate 
against such an interpretation: (1) The as- 
sociation between parental intestinal disor- 
ders and the child’s symptoms was not spe- 
cific; such parents produced an equally high 
number of sons who suffered from obesity 
and acne as were victims of an intestinal 
disorder. (2) The association between the 
parents’ attitudes (such as their unrealistic 
fears about health) and the child’s symptoms 
was marked; the parental model of -hypo- 
chondria seemed equally important. Thus, it 
seems reasonable to assume that exposure 
to an immediate parental model of illness, 
rather than any physiological factor, may 
have led the “psychosomatic-intropunitive” 
children to imitate their parents. 


15. We had also assumed that a parental model of 
intropunitiveness—a parent who responded non- 
aggressively to crises and frustrations—might serve 
to teach the child to place blame on himself, to 
“punish” his body, and thus, to become more sus- 
ceptible to psychosomatic symptoms. A check on this 
hypothesis revealed that there were no differences 
between the psychosomatic boys and their controls 
in the amount of aggression and denial of blame 
which their parents exhibited. There was, however, 
a (non-significant) tendency for the extropunitive 
children, regardless of psychosomatic symptoms, to 
have been reared by extropunitive parents. 


The Relationship Between Parental 
Punitiveness, Parental Affection, and 
“Psychosomatic” Symptoms 


The ‘“intropunitive psychosomatic” boys 
differed from their controls (and from the. 
“extropunitive” children) in that they 
seemed to have imitated a paternal model of 
illness. The “extropunitive psychosomatic” 
boys did not differ from their controls in 
this respect; nor were they significantly 
more often exposed to familial stress situa- 
tions. The question remained: why did these 
seventeen boys fall ill with psychosomatic 
illnesses as well as responding extropuni- 
tively to their environment? A further an- 
alysis of the data indicated that these chil- 
dren emerged from a unique environment, 
one which combined a parental example of 
punitiveness with one of affection; such chil- 


- dren, we hypothesized, were reared under 


conditions which simultaneously heightened 
their own punitiveness and led them to di- 


rect it partially against themselves. 


This opinion was first suggested by an 
analysis of affectional relations between 
each parent and the child and of parental 
techniques of discipline. Parents were con- 
sidered as affectionate if they consistently 
and openly indicated their concern for the 
boy’s welfare. They were considered as ambi- 
valent if they only sporadically were con- 
cerned for the child’s welfare. And they 
were considered as rejecting if they were 
either unconcerned about the boy or ex- 
pressed their overt hostility for him. We 
found that a combination of paternal rejec- 
tion and consistent maternal affection was 
particularly productive of extropunitive psy- 
chosomatic boys (Table 4). 

As can be seen, paternal rejection clearly 
differentiated the generally extropunitive 
boys from the intropunitive boys.* The ex- 
tropunitive boys who suffered from psycho- 
somatic symptoms differed significantly 
from extropunitive boys without psychoso- 


matic symptoms in that their mothers were 


affectionate.!* It may be that the “‘extropuni- 
tive psychosomatic” boys tended to be less 
independent of the home situation. Because 


16. Chi square = 6.6, d.f. 1; P<.01. 


17. Chi square = 6.1, d.f. 1, corrected for small 
N; P<.02. 
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Table 4 
Parental Attitudes Toward Boy and Psychosomatic Symptoms: Per Cent 


of Each Group 


~ 


Extropunitive Intropunitive 


Psychosomatic Control Psychosomatic Control 


Parental Attitudes (N: 17) (N: 80) (N: 18) (N: 140) 
Father rejecting and mother affectionate 41 13 6 11 
Both rejecting 18 19 11 11 

68 83 78 


Father not rejecting 


of their background, one might hypothesize a 
high level of guilt (in conjunction with their 
extropunitive behavior) which would not be 
incompatible with their psychosomatic reac- 
tion. 

More direct support for this hypothesis 
came from an exarnination of parental disci- 
pline. Discipline was considered punitive if 
the parent spanked or beat the child. The 
relationship between punitiveness, parental 
affection, and psychosomatic symptoms can 
be seen in Table 5. 


tive but also offered some affection to the 
child). 

A significantly higher proportion of the 
“psychosomatic extropunitive” boys than of 
the “non-psychosomatic extropunitive” boys 
had been reared in families which would be 
expected to both heighten aggressiveness 
and to promote identification with parents 
(and hence, internalized guilt) .!° These chil- 
dren, unlike the intropunitive psychosomatic 
children or the non-psychosomatic children 
seemed to be both attacking themselves 


Table 5 


Psychosomatic Symptoms as Related to Parental Discipline and Affection for 
the Boy: Per Cent in Each Group 


Extropunitive Intropunitive 
Psychosomatic Control Psychosomatic Control 
(N: 17) (N: 80) (N: 18) (N:+°140) 
Both punitive and some affection 47 15 22 15 
Both punitive 6 18 11 5 
Both punitive and no affection 47 67 67 80 


A significantly higher proportion of the 
extropunitive boys who had psychosomatic 
symptoms than their extropunitive controls 
were reared by two punitive parents and at 
least one parent who expressed affection for 
the son.}® 

A striking contrast between the extropuni- 
tive boys who had psychosomatic symptoms 
and the other types of boys appeared when 
these several types of families were analyzed 
in combination (Table 6). (The boys were 
divided according to the presence in their 
background of two parental “types:’” [1] 
families in which the father rejected the 
child but the mother was affectionate; and 
[2] families in which the parents were puni- 


18. Chi square = 7.0, d.f. 1, corrected for small 
N; P<.01. 


(through the medium of illness) and re- 
sponding extropunitively to frustration. 


Interpretation 


The evidence which has emerged from 
this study suggests three conclusions: 

1. Extropunitive children, who exhibited 
psychosomatic symptoms, were generally 
reared in a familial environment character- 
ized by a high degree of interpersonal stress 
and conflict. In this, however, they did not 
differ from extropunitive children who were 
not subject to either intestinal disorders, 
obesity, or severe acne. 

2. Extropunitive children who had psy- 
chosomatic symptoms differed from their 
extropunitive controls (and from the other 


19. Chi square = 11.3, d.f. 1; P<.001. 
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Table 6 


Combined Measures of Punitive Model, Internalization, and Psychosomatic Symptoms: 
Pa Per Cent of Each Group 


Extropunitive Intropunitive 


Psychosomatic Control 


Psychosomatic Control 


(N: 17) (N: 80) (N: 18) (N: 140) . 


Neither type 
One type 
Both types 


78 74 
22 25 
0 1 


children) in that they were more often ex- 
posed to an environment which combined 
parental punitiveness with some degree of 
parental affection. Thus, these children were 
subjected to one set of conditions (affection) 
which normally leads to internalized guilt 
and to another set of conditions (punitive- 
ness) which usually promotes heightened 
aggressive tendencies. 

3. The intropunitive children who suf- 
fered from psychosomatic symptoms were 
often reared in a familial environment which 
offered them a parental model of illness and 
hypochondria; they did not, however, suf- 
fer from a high degree of intra-familial 
stress nor from an erratic parental pattern 
which varied between punitiveness and af- 
fection. 


There are, of course, several reasonable 
ways in which this evidence might be inter- 
preted. One could argue, for example, that 
the actual illnesses of the “intropunitive psy- 
chosomatic” boys may have provoked their 
parents’ hypochondria, rather than being 
a result of the parents’ unrealistic fears. At 
the minimum, however, this material indi- 
cates that research into childhood illnesses 
might well benefit from intensive analysis 
of two variables which are not commonly 
subjected to examination: the child’s degree 
of general extropunitiveness and the nature 
of his parental models. Beyond this, the evi- 
dence would suggest that there may well be 
two distinctive types of children whose psy- 
chosomatic disorders have different origins 
within their familial environments. 
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PSYCHOPATHOLOGY IN THE SOCIAL PROCESS: 
I. A STUDY OF THE PERSECUTION OF WITCHES 
IN EUROPE AS A CONTRIBUTION TO THE 
UNDERSTANDING OF MASS DELUSIONS 
AND PSYCHIC EPIDEMICS* 


George Rosen, M.D., Ph.D. 


THE NATURE OF THE PHENOMENA 


_ Mass delusions have occurred at various 
times in history under conditions which indi- 
cate that such phenomena are the products 
of given societal contexts. At the outset, the 
nature of these phenomena may be illus- 
trated. 


On Halloween eve night, October 31, 1938, 
the Mercury Theater and Orson Welles broad- 
cast a radio version of the War of the Worlds 
by H. G. Wells. The purported invasion from 
Mars was portrayed with such immediacy 
that a large group of listeners became panic 
stricken. So urgent was the situation for 
those most acutely affected that their first 
thought was to flee or prepare to fight the 
invading space monsters. It has been esti- 
mated that one million people were disturbed 
by the broadcast. As soon as the responsible 
authorities became aware of the harrowing 
reports, it did not take long to deal adequate- 
ly with the Martians.’ 

The story of the “phantom anesthetist” 
begins on the first night of September, 1944, 


*This paper is one of a series of studies on the 
historical sociology of mental illness. It is financed 
by a grant (M3171) from the National Institute 
of Mental Health, Public Health Service. Some as- 
pects of this paper have been considered in a some- 
what different context in Causes of Mental Dis- 
orders: A Review of Epidemiological Knowledge 
(Milbank Memorial Fund, 1960). This paper will 
be followed by one or two more to deal with de- 
monic possession and related states. 


1. Hadley Cantril, The Invasion from Mars: A 
Study in the Psychology of Panic (Princeton: Prince- 
ton University Press, 1940). A similar situation was 
created in Quito, Ecuador by the radio broadcast of 
a Spanish version of the War of the Worlds. See 
_ §. H. Britt, Editor, Selected Readings in Social Psy- 
chology (New York: Rinehart, 1950). 


School of Public Health and Administrative 
Medicine, Columbia University 


when a woman in Mattoon, Illinois, reported 
to the police that someone had opened her 
bedroom window and sprayed her with a sick- 
ish sweet-smelling gas which partially para- 
lyzed her legs and made her ill. Other cases 
with similar symptoms were reported, and 
the police undertook to apprehend the elu- 
sive “gasser.” Some citizens claimed that 
they heard him pumping his spray gun; 
others that they had glimpsed him. As the 
number of cases increased—as many as sev- 
en in one night—and the local police began 
to seem inadequate to cope with the emer- 
gency, state police and experts in crime de- 
tection were brought in. Before long, the 
“phantom anesthetist” was being featured in 
newspapers all over the United States. After 
ten days of excitement, however, all the vic- 
tims had recovered, no substantial clues had 
been uncovered, the police fell back on “imag- 
ination” to explain the reports, and some 
newspapers turned up with stories on mass 
hysteria. The “phantom gasser” was gone 
and the episode over.” 


Phenomena of Interest to Students of Mental 


Disorder as Related to Social Life . 


Situations such as the two described above 
attract attention because they are bizarre 
and do not occur too frequently. However, 
to judge by accounts available in the histor- 
ical, sociological, psychological and psychi- 
atric literature they are common enough to 
have received attention from a variety of 
investigators who seek to understand the 
linkage, or absence of it, between mental dis- 


2. Douglas M. Johnson, “The ‘Phantom Anesthetist’ 
of Mattoon: A Field Study of Mass Hysteria,” Jour- 
nal of Abnormal and Social Psychology, 40 (1945), 
175-186. 
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order and social life.* Such episodes have oc- 
curred in various settings—in schools, in 
convents, at revival meetings, in whole towns 
—and over longer or shorter periods of time. 
They were described in antiquity, in the 
Middle Ages, and in succeeding centuries 
right up to the present. 


A variety of terms have been used to des- 
ignate and to characterize these episodes. 
Under such labels as psychic epidemics, col- 
lective psychoses, mass delusions, crazes, or 
group psychopathology, have been grouped 
many different kinds of events and situa- 
tions. For example, episodes involving 
groups like those previously mentioned have 
been lumped together with events and move- 
ments involving religious enthusiasts, ascet- 
ics and sectarians such as the medieval Fla- 
gellants, the Brethren of the Free Spirit, or 
the Fifth Monarchy Men; with the belief in 
witchcraft, which took its toll in blood from 
the waning of the medieval period in Europe 
to the eighteenth century; with the activi- 
ties of primitive political groups, the be- 
havior of mobs, and the occurrence of epi- 
demics of convulsions, dancing and the like. 
None of the designations is really satisfac- 
tory, however, and the same can be said of 
most descriptive or analytical accounts of 
such phenomena. 


Difficulty of Conceptualization 


While there is a rather extensive litera- 
ture on such group phenomena, most authors 
who have endeavored to comprehend the ma- 
terials within some conceptual frame-work 
have felt uncomfortable in dealing with 
them. One of the clearest statements of this 
kind introduces the chapter by Arieti and 
Meth on “rare, unclassifiable, collective, and 
psychotic syndromes” in the American Hand- 


3. Among recent episodes, see A. S. Schuler and 
V. J. Parenton, “A Recent Epidemic of Hysteria in a 
Louisiana High School,” Journal of Social Psychol- 
ogy, 17 (1948), 221-235; N. H. Medalia and O. N. 
uarsen, “Diffusion and Belief in a Collective Delu- 
sion: The Seattle Windshield Pitting Epidemic,” 


American Sociological Review, 23 (1958), 180-186; 


ueon Festinger, Henry W. Riecken, and Stanley 
schachter, When Prophecy Fails (Minneapolis: Uni- 
versity of Minnesota Press, 1956). 
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book of Psychiatry.* “Only after hesitation,” 
they write, “was it decided to include this 
chapter in the Handbook.” 


The hesitation stemmed from several fac- 
tors. First of all, even a preliminary exami- 
nation of several conditions to be described 
in this chapter . . . revealed that they cannot 
be considered psychoses without some reser- 
vations and that perhaps they should be 
more exactly termed “pseudo psychoses.” 
Other conditions could be included in some 
already-known categories such as_ schizo- 
phrenia or paranoid states. Original reports 
of collective psychoses are of historical char- 
acter and lack clinical standards.® 


The discomfort and uneasiness arises from 
the difficulty or inabitity to conceptualize 
the phenomena so that they will fit into con- 
temporary categories of mental disorder. 
From this point of view, the psychiatrist 
in dealing with such data is often at a loss to 
determine what is normal and what is ab- 
normal. 

Despine, a French psychiatrist of the later 
nineteenth century, exhibited the same atti- 
tude in his discussion of epidemic insanity. 


Epidemics of insanity [he wrote] occur 
only among healthy people, and they are pro- 
duced by moral contagion. The neuropathic 
hysterical state which manifests itself rather 
frequently in these epidemics is by no means 
their cause; it is an epiphenomenon which 


_ is neither necessary nor constantly present, 


and which manifests itself only under certain 
conditions. This hysterical state is the reszlt 
either of physical, debilitating causes tha‘ 
harm the nervous system, or of an excita- 
tion of the system brought about by inflamed 
feelings and emotions spread by moral con- 
tagion. In short, the hysterical state is pro- 
duced by the influence of the emotions and 
the mind on the nervous system.® : 


Here, toe, there is an uneasy awareness 
that individual madness and certain deviant 


forms of group behavior are somehow not 
congruent. 


4. Silvano Arieti and Johannes M. Meth, “Rare, 
Unclassifiable, Collective, and Exotic Psychotic Syn- 
dromes,” in American Handbook of Psychiatry (Ed- 
ited by Silvano Arieti, New York: Basic Books, 1959), 
Vol. 1, pp. 546-563. 

5. Op. cit., p. 546. 


6. Prosper Despine, De la Folie au point de vue 
philosophique ou speciaement psychologique etudiée 
chez le malade et chez Vhomme en santé (Paris: F. 
Savy, 1875), p. 721. 
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A similar situation is found in the article 
on “mass phenomena” by Brown in the 
Handbook of Social Psychology.” After dis- 
cussing the primary and secondary dimen- 
sions of collectivities, the author states that 
“Mass phenomena do not ordinarily include 
group interaction,” and that on the next level 
of size beyond the room-size collectivity ‘‘the 
crowd is a central concept.’”’® The discussion 
of the crowd deals overwhelmingly with the 
“active” crowd which is designated the 
“mob,” and various kinds of mobs are con- 
sidered. This section is followed by one con- 
cerned with “collectivities too large to con- 
gregate.” Here under the heading of “mass 
contagion” are grouped fads and crazes. The 
latter are illustrated by the “phantom anes- 
thetist” of Mattoon (whom we have already 
met), the Salem witch trials, the tulip mania 
of seventeenth century Holland, the Florida 
real estaie boom of the 1920’s, and the danc- 
ing mania of the Middle Ages. According to 
Brown, such episodes attract the attention of 
social scientists because of the collective folly 
exhibited by those who participate in them. 
It is clear that the author does not quite 
know what to do with this material, nor does 
he appear to have investigated any of the 
illustrative examples. The witch trials, for 
example, were certainly not mass phenomena 
that did not include group interaction. As we 
shall see, this is just what they did include, 
‘and it is equally true of the so-called dancing 
“mania,” as well as of other episodes of this 
kind. 

Pathological states of mind have been ob- 
served in persons who are participating 
members of social groups, and episodes have 
been reported in which disordered behavior 
has occurred in larger or smaller groups. 
The kind of shared psychopathology which 
has received most attention is that first de- 
scribed by Baillarger in 1857 as folie com- 
muniquée and later termed folie a deux by 


7. Roger W. Brown, “Mass Phenomena,” in Hand- 
book of Social Psychology (Edited by Gardner Lind- 
zey, Cambridge: Addison-Wesley Publishing Com- 
pany, 1954), Vol. II, pp. 883-878. 


8. Op. cit., p. 840. 
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Laségue and Falret (1877).° Detailed re- 
views of this problem were given by Carrier 
in 1903 and Gralnick in 1942.° A considered 
review of the general problem of socially 
shared psychopathology was made available 
by Gruenberg in 1957. The value of this 
paper is based on two principles: (1) to ig- 
nore “the issue of determining who is ‘really’ 
ill and who only appears to be ill,’”’ and “to 
regard all such episodes [of shared psycho- 
pathology] as natural phenomena which we 
wish to understand;” and (2) “to indicate 
the kinds of psychopathology which occur in 
situations where the psychopathological is 
shared by a social group.’!! 

The principles stated by Gruenberg can be 
extended as follows: (1) Most episodes and 
situations of the kind discussed here are 
complex phenomena and therefore require 
examination from multiple viewpoints in- 
volving various disciplines (history, sociol- 
ogy, psychology, political science, theology 
and others) ; (2) there is a need to examine 
the data not only in their own terms but also 
cross-culturally; and (3) it is necessary to 
specify precisely what is under discussion— 
the events that transpired, the conditions 
under which they occurred, and their loca- 
tion in space and time. On this basis, ques- 
tions such as these can be raised: By what 
processes do such “epidemics” appear and 
disappear? What is meant by an epidemic? 
What is the relationship of individual psy- 
chopathology to group behavior in these sit- 
uations? Within what social and cultural 
context did the episode arise? Are there any 
social values that are being satisfied? How 
do mass delusions originate? Are there pat- 
terns according to which delusions are dif- 
fused in a community? And so forth. 


9. J. G. F. Baillarger, “Examples de contagion d’un 
delire monomanique,” Monit. des Hépitaux, 45 (1857), 
353-354; C. Laségue and J. Farlet, “La folie 4 deux 
ou folie comr iniqué,” Annales medico-psychologi- 
ques, 18 (1877), 321-335. 

10. G. Carrier, “Contribution 4 l’étude des folies 
par contagion,” Archives de neurologie, Série 2, 15 
(1903), 129-154; A. Gralnick, “Folie 4 duex—The 
Psychosis of Association,” Psychiatric Quarterly, 
16 (1942), 230-263, 491-520; a review of 103 cases. 

11. Ernest M. Gruenberg, “Socially Shared Psy- 
chopathology,” in Explorations in Social Psychiatry 
(Edited by A. H. Leighton et al., New York: Basic 
Books, 1957), p. 212. 
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A HISTORICAL APPROACH TO A CONCEPTUAL 
STRUCTURE 


To develop a better understanding of col- 
lective psychoses, mass delusions, epidemics 
of hysteria and related phenomena, and to 
produce a conceptual structure which will 
do justice to the complexity of the problem, 
it is important to investigate such episodes 
over a span of time ranging from antiquity 
to the present, and in various parts of the 
world. In this brief paper, one can only il- 
lustrate the approach and point of view 
through a selected example. 


Witcheraft as an Example 


Witchcraft in its relation to mental dis- 
order may serve as the example. Magical 
beliefs and practices, the existence of spirits, 
and similar ideas are to be found in every 
part of the world.!* Witches and werewolves 
were known in pagan antiquity. Sympathetic 
magic occurs in Theocritus, werewolves are 
found in Petronius, and anointment and 
night-flying in Apuleius. Some of the Church 
fathers such as St. Augustine preserved pea- 
sant superstitions such as these, but in 
general the Church of the Dark Ages tended 
to regard such matters as old wives’ tales, as 
the rubbish of paganism which the light of 
the Gospel had dispelled. Demonic posses- 
sion was acknowledged, but even the Prince 
of Darkness was dismissible through exor- 
cism. 


Consciousness of Satan was not at its 
height in the Dark Ages. But the twelfth and 
thirteenth centuries, the period which wit- 
nessed the building of the great cathedrals, 
the rise of the universities, and the flowering 
of scholastic philosophy, were precisely the 
years in which awareness of the Devil and 
his powers was carried to a new and terri- 


12. Some examples of the literature on this sub- 
ject are: Geoffrey Parrinder, West African Re- 
ligion (London: Epworth Press, 1949), pp. 170-186; 
S. H. Turney-High, Chateau-Gérard; The Life and 
Times of a Walloon Village (Columbia: University 
of South Carolina Press, 1953), pp. 224-274; 
H. W. M. DeJong, Demonische Ziekten in Babylon 
en Bijbel (Leiden: E. F. Brill, 1959). 
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fying height.’* And then toward the end of 
the medieval period, during the Renaissance 
and the century of the New Science, all Eu- 
rope seemed to swarm with witches. By their 
own confession, thousands of women, mostly © 
old, some men and some children, slipped 

through windows, chimneys and keyholes and 
flew off on animals or sticks to worship the 
Devil at the nocturnal witches’ Sabbat. There 
they worshiped the Devil, sometimes in the 
form of a man, sometimes as a male animal 
(most often a goat), to the accompaniment 
of weird and macabre music, dancing around 
him, kissing him under the tail, and feasting 
on such delicacies as suited local and ethnic | 
tastes. Furthermore, those present were al- 
leged to celebrate the Black Mass by prac- 
tising cannibalism or by parodying and dese- 


_ crating the Host. Witches were accused of 


bewitching their neighbors or their neigh- 
bors’ animals, of causing the death of in- 
fants, producing miscarriages, or drying 
up the milk of cows. They were further ac- 
cused of producing impotence in a bride- 
groom, causing blights or raising tempests.1+ 
The consequences of such beliefs assumed 
a dreadful aspect in the waning Middle Ages. 
For almost three centuries, Europe and its 
overseas colonies were the scene of organized 
witch hunts which led to the death of thou- 
sands of people by burning, hanging, drown- 
ing or other methods. Indeed, it was not until 
the end of the eighteenth century that the 
last executions for witchcraft were carried 
out in Europe. It is worth noting that there 
were four witch trials in Mexico between 
1860 and 1874, and a witch is reported to 
have been burnt there on August 20, 1877. 


13. The history of witchcraft, demonology, and 
related matters is very extensive. Interested readers 
may turn to: J. Hansen, Zauberwahn, Inquisition 
und Hexenprozess im Mittelalter (Miinchen: Olden- 
bourg, 1900): H. C. Lea, Materials Toward a His- 
tory of Witchcraft (Arranged and edited by A. C. 
Howland, 3 vols., Philadelphia: University of Penn- 
sylvania Press, 1939). 


14. Henry E. Eigerist, “Impotence as a Result of 
Witchcraft,” in Essays in Biology: in Honor of 
Herbert M. Evans (Berkeley: University of Cali- 
fornia Press), pp. 541-546; Gerda Hoffmann, “Bei- 
trage zur Lehre von der durch Zauber Verursachten 
Krankheit und ihrer Behandlung in der Medizin des 
Mittelalters,” Janus, 37 (1933), 129-144, 179-142, 
211-220. 
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WITCHHUNTING AND THE PLACE OF 
PSYCHOPATHOLOGY IN THE SOCIAL PROCESS 


How had this come about? What made it 
possible for a large segment of humanity to 
indulge in the persecution of witches, and 
then to stop, leaving a rubbish heap of be- 
liefs and practices for dabblers in occultism, 
black magic, satanism or for simple hinter- 
land practitioners of folk medicine? Numer- 
ous contributions to this problem over the 
past hundred years make it possible to ad- 
vance an answer, and to indicate the place 
of psychopathology in the historical and so- 
cial process. 


Witch hunting expresses a dis-ease of soci- 
ety, and is related to a social context. This 
was as true in Europe over five hundred 
years ago as it is in Africa of the twentieth 
century.> No explanation of witch hunts 
can be based on single factors or a simpie 
cause. It is a complex phenomenon, involv- 
ing political, social, psychological and ideo- 
logical factors, which appears when a 
society, or a social group within it, experi- 
ences tensions and difficulties under the 
stress of rapid change. Under such circum- 
stances, fear, uncertainty, suspicion may lead 
members of the affected group to cast about 
for some explanation, to find some reason 
for the situation. Institutions in existence 
may be altered, or new ones may be created 
to cope with the new needs, and older ideas 
may be pulled together in a new form and 
thus made more powerful and effective to 
deal with the ills of life. 


The consequences of such a process can be 
seen in Europe from the eleventh into the 
seventeenth century. There can be no doubt 
that the Church was largely responsible for 
the creation of the witchcraft delusion dur- 
ing the later Middle Ages. Although witch- 
craft and the practice of black magic were 


punishable during the early Middle Ages, © 


the punishments prescribed by different 


15. Geoffrey Parrinder, Witcheraft: A Critical 
Study of the Belief in Witchcraft from the Records 
of Witchhunting in Europe Yesterday and Africa 
Today (New York: Penguin Books, 1958), 123-186. 
See also E. Evans-Pritchard, Witchcraft, Oracles 
and Magic Among the Azande (Oxford: Clarendon 
Press, 1937). 
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synods were comparatively light.1° The Can- 
on Episcopi, which probably dates from the 
Carolingian period, considered a belief in 
night flights by women a delusion brought 
about by Satan to be fought from the pul- 
pit.17 However, the practice of witchcraft 
was prosecuted by the secular authorities 
because it caused damage to people’s persons 
and property. Cases are recorded of witches 
condemned to death and executed, but there 
was no organized campaign. 


The Feeling of Melancholy as a Force 


Numerous students of the period have 
commented on the feeling of melancholy and 
pessimism which marked the declining Mid- 
dle Ages. “If one period deserves the name of 
the ‘age of anxiety,’”’ writes Paul Tillich, 
“it is the pre-Reformation and Reforma- 
tion.”!8 Stadelmann refers to the “morbid 
psyche”’ of the disintegrating medieval peri- 
od.4® A general sense of impending doam 
hung over men and women, aggravated by 
an obsession that the world was coming to an 
end.”° Huizinga describes the “sombre melan- 
choly” that weighed on people’s souls. 
“Whether we read a chronicle,” he says, “a 
poem, a sermon, a legal document even, the 
same impression of immense sadness is pro- 
duced by them all. It would sometimes seem 
as if this period had been particularly un- 


happy...” 
Nor was this feeling unjustified. A world 
was indeed falling apart, and in its midst a 


16. J. T. McNeill and H. M. Gamer, Medieval 
Handbooks of Penance: A Translation of the Prin- 
cipal Libri Poenitentiales and Selections from Re- 
lated Documents (New York: Columbia University 
Press, 1938), pp. 331-332. 

17. Joseph Hansen, Quellen und Untersuchungen 
zur Geschichte des Hexenwahns, und der Hexenver- 
folgung in Mittelalter (Bonn, 1901), pp. 38ff. 

18. Paul Tillich, The Courage To Be, (New 
Haven: Yale University Press, 1952), p. 58. 

19. Rudolph Stadelmann, Vom Geist des ausgehen- 
den Mittelalters (Halle-Saale: Max Niemeyer Ver- 


lag, 1929), p. 7. 


20. Will-Erich Peuckert, Die Grosse Wende: Das 
Apokalyptische Saeculum und Luther (Hamburg: 
Claasen & Goverts, 1948), pp. 103-106, 148-151, 
152-191. 

21. Johan Huizinga, The Waning of the Middle- 
Ages (Garden City: Doubleday, 1954), pp. 31 ff. 
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new order, of which the outlines could be 
seen but dimly, was struggling to emerge. 
The all-absorbing medieval Christian com- 
monwealth, fashioned and guided by the 
Church of Rome, was wracked by dissension, 
hatred, violence. The feudal order was giv- 
ing way to political absolutism and the na- 
tion state. Similarly, abuses in the church 
led to a desire to return it to its original 
state, to give it a new birth of life. New 
social groups of urban origin had arisen. The 
origins of these developments lie in the 
changes that feudal Europe experienced in 
the tenth and succeeding centuries.” 


The Consequent Wish to Purge the World of 
Suffering and Sin 


Between the close of the eleventh and the 
middle of the seventeenth century, it oc- 
curred repeatedly in Europe that the desire 
of the poor, the uprooted and the discon- 
tented to improve the conditions of their 
lives became transfused with expectations 
of an earthly paradise, a world purged of 
.suffering and sin, a Kingdom of the Saints. 
The Middle Ages had inherited from Antiq- 
uity—from the Jews and the early Chris- 
tians—a prophetic and apocalyptic tradition 
which during this period took on a radical 


and exuberant vitality. There existed an es- 


chatology or body of doctrine concerning the 
final state of the world. It foretold a millen- 
nium, not necessarily limited, in which the 
world would be inhabited by a humanity at 
once perfectly good and perfectly happy. 
Apocalyptic thinkers and propagandists ex- 
pected that God would destroy the world and 
substitute a new one for the old.’ 
Generation after generation, apocalyptic 
expectations and efforts to realize these aims 


22. Friedrich Herr, Aufgang Europas: Eine 
Studie zu den Zusammenhiingen zwischen politischer 
Religiositét Frommigkeitstil und dem Werden Eu- 
ropas im 12 Jahrhundert (Wien-Ziirich: Eurpoa 
Verlag, 1949), pp. 384-575. ; 


23. L. Gry, Le Millenarisme dans ses origines et 
- son developpement (Paris: 1904); E. Wadstein, Die 
eschatologische Ideengruppe: Antichrist, Weltsab- 
bat, Weltende und Weltgericht (Leipzig, 1896); 
Walter Nigg, Das ewige Reich (Ziirich: Artemis 
Verlag, 1954). 


were combined.” From time to time these 
yearnings and expectations, these hopes of 
some sudden, miraculous event which would 
bring about a complete transformation of the 
world were channeled by the rise of a proph- 
et or leader into a more or less coordinated . 
and determined attack on existing ecclesi- 
astical and civil institutions. In all these 
movements, religious, political and economic 
motives were interwoven. The idea of a final 
prodigious struggle which would usher in 
the reign of God also implied that it would 
lead to the establishment of a new social 
order. 


Achievement of the millennium required 


' the removal of various impediments, the 


chief of which was Antichrist. The final 
struggle at Armageddon would be between 
the hosts of Christ and the hosts of Anti- 
christ. But who was Antichrist? Antichrist 
was in every way a demonic counterpart of 
the Son of God, and tended to merge into the 
figure of Satan. This concept has its roots 
in the dualism which came into the figure of — 
Satan. This concept has its roots in the dual- 

ism which came into the early Christian 
church from several sources—heterodox Ju- 
daism, Greek philosophy and Gnosticism. The 
influence of Iranian dualism is evident in the 
extreme apocalyptic character of the Qum- 
ran community.” The prince of demons, Sa- 
tan, the adversary of God, was the source of 
evil on Earth. The belief that Jesus had 
overcome Satan was faced with Paul’s teach- 
ing about the dual realm of spirits, and 
Augustine’s doctrine of two predestined 
realms, civitas Dei and civitas Diaboli. Satan 
remained powerful with God’s permission, 
and even endeavored to enlarge his dominion. 
Heterodox notions and doctrines continued 


24. Norman Cohn, The Pursuit of the Millenium 
(Fairlawn, N. J.: Essential Books, 1957). This eru- 
dite study of medieval millenial movements is viti- 
ated by several tendencies: to assume that revolu- 
tionary chiliasm is due to mental disorder, to under- 
play the rational core of what may seem odd be- 
havior, and to equate modern revolutionary move- 
ments, particularly their ideas, with those of the 
medieval movements. If one keeps these caveats in 
mind, this is a very useful book. 


25. See, for example, the War of the Sons of 
Light against the Sons of Darkness, p. 1.1,-and the 
Manual of Discipline, p. 1.23-24. 
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to flourish among the literate and the illit- 
erate. These doctrines could appeal to numer- 
ous groups, not necessarily in the lowest 
strata of society, and they might attract var- 
ious people for different reasons.2° The re- 
sult was the appearance of various heresies 
and heretical groups, and these mushroomed 
in the eleventh and twelfth centuries. 
Beliefs and acts of this kind were re- 
garded as threatening the fabric of Christian 
society. Many believed that extermination of 
the agents of Antichrist was a prerequisite 
for the attainment of the Kingdom of God. 
Among these agents at various times and 
places the clergy were prominent. Small won- 
der that heretics were considered by theo- 
logians and the defenders of orthodoxy as 
the servants and instruments of the Devil. 
As heresy began to assume increasingly 
alarming proportions, belief in the power of 
the Devil grew and his might appeared cap- 
able of overthrowing the church and all ex- 
isting order. Heretics were accused of alli- 
ance with the Satan, and of practices related 
to witchcraft. The Cathari, for example, 
were accused of flying to their assemblies 
on broomsticks or poles anointed with oil, of 
singing songs to the Devil who appeared in 
a monstruous form, of cannibalism and of 
drinking potions made from the bodies of 
abducted children. Similar accusations were 
made against the Waldensians, the Knights 
Templars and others. Little by little, the 
Church in its struggle against heresy equated 
it with sorcery and witchcraft.?7 The witch- 
hunt grew out of the hunt for heretics, just 
as the witch trial evolved out of the trial for 
heresy. The Scholastics systematised, embel- 
lished and condemned the superstitions 
which had previously been considered with 
disdain, and thus provided a theological and 


26. R. M. Grant, Gnosticism and Early Christian- 
ity (New York: Columbia University Press, 1959), 
pp. 1-69; Wilhelm Schepelern, Der Montanismus 
und die Phrygischen Kulte (Tiibingen: J. C. B. 
Mohr Verlag, 1929); A. Borst, Die Katharer 
(Schriften der Monumenta Germaniae Historica, 
Vol. XII, Stuttgart, 1953); Ernest W. McDonnell, 
The Beguines and Beghards in Medieval Culture... 
(New Brunswick: Rutgers University Press, 1954), 
pp. 488-504, 505-514. 

27. Joseph Hansen, Zauberwahn, Inquisition und 
Hexenprozesse in Mittelalter, pp. 212-216 (see refer- 
ence 18). 


“scientific” basis for such beliefs. Among the 
more prominent participants in and support- 
ers of this ideology were Alexander of Hales, 
Bonaventura, Albertus Magnus, and Thomas 
Aquinas.** The latter, for example, asserted 
the possibility of sexual intercourse between 
human beings and the Devil. 


The Ideology of the Inquisition 


In this way, a grotesque ideology was in- 
vented, and later massively confirmed by the 
Inquisition. At first the Inquisition had been 
directed expressly against heretics, but by 
the second half of the thirteenth century in- 


. quisitors had begun to arrest magicians and 


fortune-tellers. Then in 1326, Pope John 
XXII issued a bull, “Super illius specula,” 
in which he equated magicians and wizards 
with heretics, thus subjecting them to the 
procedures and courts of the Inquisition. 
From the fourteenth century on there are 
reports of witchcraft trials by the Inquisi- 
tion. A number of these were already mass 
trials; thus, in the years around 1330 there 
were more than 400 accused of witchcraft 
in Toulouse and Carcassonne. About half of 
these were executed.”® At the same time, one 
must note that the secular authorities were 
also active in attempting to discover witches 
and to bring them to justice. In the four- 
teenth and fifteenth centuries there was an 
increasing number of such trials before secu- 
lar tribunals.*® In this way, the witch trial 
was slowly separated from the Inquisition, 
and the way was prepared for the discovery. 
and trial of suspects by other than the eccle- 


siastical authorities. This was the situation — 


in Switzerland, Germany, the Netherlands, 
and in the fifteenth century the persecution 


of witches had assumed the form which it 


had in the two subsequent centuries. 
In 1484, Innocent VIII declared open war 
on witches with the promulgation of his bull 


28. S. Riezler, Geschichte der Hexenprozesse in 
Bayern (Stuttgart: J. G. Gotta, 1896), p. 42; 
Charles E. Hopkin, The Share of Thomas Aquinas 
in the Growth of Witchcraft Delusion (Philadelphia: 
University of Pennsylvania Dissertation, 1940), pp. 
174 ff. 


29. Soldan-Heppe, Geschichte der Hexenprozesse 
(Dritte Auflage, 2 vols., Miinchen, 1912), Vol. I, 
p. 201. 


30. Hansen, Quellen (see reference 17), pp. 466 ff. 
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“Summis desiderantes.” Interestingly 
enough, at this time, witches were considered 
a sect of very recent origin. The belief was 
prevalent that the crushing impact of the In- 
quisition on heresy had led the Devil to or- 
ganize a new group, the witches, to carry 
out his evil purposes. Bernard of Como, an 
inquisitor who died in 1510, put the origin 
of this sect in the first half of the fourteenth 
century. Five years after the issuance of In- 
nocent’s bull, Heinrich Kramer and Jakob 


Sprenger, the two chief inquisitors for Ger- | 
many produced the notorious Malleus Male-- 


ficarum (Hammer of Witches), a manual of 
procedure and theory for witchcraft trials. 
Thenceforth, torture and ideology employed 
on the basis of accusations derived from sex- 
ual antagonisms, family stresses, social con- 
flict, cupidity, suggestion, hallucinations and 
mental illness created an empire of darkness 
which spread under its own momentum. 

Fear of demonic powers acting directly or 
through other human beings to cause ill- 
ness, death, or other kinds of destruction 
was widely diffused throughout the popula- 
tion in the later Middle Ages—in fact this 
fear underlies the demonology which was 
accepted by clergy and laity alike. When a 
situation arose which was not only menacing, 
but went altogether outside the usual run of 
experience, when people were confronted 
with hazards which were all the more fright- 
ening because they were unfamiliar—such 
times droves masses of people to seek to as- 
suage their anxiety and to find and hold to 
account those responsible for the situation. 
“Death and the devil,” says Tillich, “were 
allied in the anxious imagination of the 
period.”*! The wrath of God could be molli- 
fied by various pious acts and practices, and 
the Devil could be attacked through his rep- 
resentatives, the witches. 

The Reformation brought no change in the 
persecution of witches. If anything, the situ- 
ation became worse. Protestant clergymen 
and lay officials could believe in the Devil 
and be as merciless to witches as Catholics." 


Gradually, a change in the evaluation of 


31. Tillich, op. cit., p. 59. 

82. Osear Pfister, Calvin’s Eingreifen in die Hex- 
er und Hexenprozesse von Peney, 1545, nach seiner 
Bedeutung fiir Geschichte und Gegenwart (Zurich: 
Artemis Verlag, 1947). 


witchcraft was brought about by the voice 
of reason in some areas, by the churches and 
the Inquisition itself in others, and by the 
fact that the new social order that had 
emerged out of the Middle Ages had become 
sufficiently secure to deal in other ways with 
social and individual anxiety. For example, 
in Spain the Inquisition as early as 1537 
recognized that alleged witches might be in- 
sane, and there are several cases on record 
where such individuals were transferred to 
hospitals.** Also, by the later seventeenth 
century, the new scientific attitude had be- 
gun to penetrate the study of witchcraft 
and demonology. Physicians collected de- 
tailed case histories of demoniacs, and began 
to speak of physiology and pathology in con- 
nection with these cases. These data were 
also used by deists and rationalists to ex- 
plain such beliefs and observations in terms 
of mental illness.*4 The light of reason dis- 
pelled the darkness of demonology, and the 
old beliefs and practices went underground. 
They remained alive in out-of-the-way 
places.*® 

Meanwhile, thousands of women, men and — 
children had been tried as witches and many 
had been executed. From the records of these 
cases and from the writings on witchcraft, 
we derive our knowledge of the witches, their 
accusers, judges and of others connected 
with them. It is also possible to obtain a pic- 
ture of the factors invalved, and to: arrive 
at a reasoned opinion of the place of psycho- 
pathology in the persecution of witches. 


The Hazards of Being a Woman, Old, or Odd 


Most of those accused of being witches 
were women. In the light of official doctrine 
that the witches were an organized sect, bent 
on subverting the social order, it is worth 
noting that many of the accused were old 
women, ignorant peasants, who could not 
possibly have performed the evil deeds 


33. H. C. Lea, A History of the Inquisition of 
Spain (New York: Macmillam Company, 1907), 
Vol. III, pp. 58-63. 

34. Frank S. Manuel, The Eighteenth Century 
Confronts the Gods (Cambridge: Harvard Uni- 
versity Press, 1959), pp. 70-81. 

35. Herman Alfred Schmid, Die Entzauberung der 
Welt in der Schweizer Landeskunde ... (Basel: 
Helbring und Lichtenhahn, 1942), pp. 9-48. 
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ascribed to them. Furthermore, the whole 
campaign against witches is permeated with 
the spirit of aversion towards women. Ac- 
cording to the Malleus, crimes of witchcraft 
are committed predominantly by women, 
whose primary motive is carnal lust. 

One must also keep in mind that the ac- 
cusation of witchcraft frequently arose be- 
cause the person was old. Ackerknecht has 


pointed out that “being different is not yet . 


being psychopathological” and that the psy- 
chopathology of the queer and awkward peo- 
ple in society is due “much more to their 
ambiguous position than to their organic 
structure.”** For a long time, women, and 
especially old women, were undoubtedly 
among the awkward ones of the social group 
and occupied an equivocal position. In 1596, 
for instance, two women were taken into 
custody in Marburg (Germany) and accused 
of witchcraft. They had approached another 
woman for some means by which they could 
bring back the students who had made them 
pregnant. In addition they were accused of 
being whores, and of having urged other 
women to join their misdeeds.*? 

In another case, the accusation arose out 
of the fact that a woman refused to go to 
church when ordered to do so by the pastor. 
Since she was already suspected of being a 
witch she was arrested and questioned under 
torture. Thereupon, she admitted having 
committed adultery with her brother-in-law, 
the form in which the Devil had come to 
her.** Here the fact of being different is ap- 
parently linked to antagonisms derived from 
other sources—intrafamilial dissension, gos- 
sip, sexual antagonism, enmity arising from 
economic and other circumstances. For ex- 
ample, Elizabeth Seip, of Kappel near Mar- 
burg, was indicted as a witch in 1656. In the 
course of the proceedings, her husband com- 
plained to the authorities that his wife was 
an honest woman who had reported various 
crimes, and that the accusations had been in- 


vented by her enemies in order to obtain re-. 


36. E. H. Ackerknecht, “Psychopathology, Primi- 
tive Medicine, and Primitive Culture,” Bulletin of 
the History of Medicine, 14 (1943), p. 30. 

87. Karl Heinz Spielmann, Die Hexenprozesse in 
Kurhessen, nach den Quellen dargestellt, 2. Auflage 
(Marburg: N. G. Elwert, 1932), pp. 57-58. 

38. Ibid., pp. 79-89. 


venge. Furthermore, a peasant who attested 
to the fact that the wife was a witch, also 
stated that Seip, the husband, owed him 80 


guiden; when he had tried to get his money 
by putting a lien on the debtor’s property 


his child had thereupon fallen ill. Similarly, 
in 1581, Johann: Klenke, of Rinteln was ac- 
cused of blasphemy and witchcraft. The ac- 
cusation stemmed from the mayor of the 
town because Klenke had lent him money and 
insisted on having it repaid.*® 


Growing Awareness of the Social 
Implications of the Accusations 


An awareness of the social situation of 
women accused of witchcraft, of the social 
implications of the persecutions and their 
relation to psychopathology was present in 
the sixteenth century. As early as 1550, Gir- 
olamo Cardano described those called vulgar- 
ly strigae as miserable, beggarly old women, 
and he attributed their behavior to poverty, 
hunger and hardship. Johann Weyer, in 
1563, while maintaining his belief in witch- 
craft, insisted that the accused witches were 
only melancholy old women, feeble of intel- 
lect, and misled by the Devil. In some in- 
stances, there are more precise descriptions 
of senile psychotic behavior. An account of 
the last witch-burning in Scotland, in 1772, 
relates that the accused, who is described as 
demented and “a fatuous old woman,” ap- 
peared to be quite unaware of what was go- 
ing on about her as she was led to the stake. 


She stretched out her hands to the pyre, 


pleased with “the bonnie fire.’’*° 


Other forms of psychopathology have been 
described and suggested by investigators. 
Tuke felt that many of the women who were 
put to death for witchcraft were “victims 
of cerebral disorder.”*1 A more important 
assessment of the problem was made in 1881 
by Nicolson, Deputy-Superintendent of the 


39. Ibid., pp. 81-83. 


40. C. Rogers, Scotland, Social and Domestic 
(London, 1869), p. 301. 


41. D. Hack Tuke, Chapters in the History of the 
Insane in the British Isles (London: Kegan-Paul, 
Trench, 1882), p. 36. 
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Criminal Lunatic Asylum at Broadmoor.*? 
After reviewing a number of witchcraft 
trials, he wrote: 


There are sane as well as insane who be- 
lieve in witchcraft, just as there are insane 
as well as sane who do not believe in witch- 
craft. The belief in witchcraft is not the 
measure of sanity or of insanity; nor yet is 
sn belief in supernatural agency in any 

orm. 


-In.the study of criminal trials, such as 
those with which we are at present con- 
cerned, we are brought face to face with the 
social phenomena of the time being in all 
their hearings, and, in the cases here given, 
there will always be found something of 
psychological interest, either as regards the 
domestic and other concerns of the commun- 
ity, or as regards individuals prosecuted or 
individuals prosecuting. The evidence, where 
given, will throw light upon the different 
ways that people had of looking upon their 
relationships, and of interpreting the cir- 
cumstances taking place around them. Some- 
times the eccentric or insane appearance or 
conduct of the individual will be found to 
have given rise to an accusation founded 
upon a bona fide belief in the individuals 
actual or potential guilt. Sometimes the in- 
sanity will reveal itself in the wild and ec- 
static utterances of the individual at whose 
instigation, or upon whose evidence, a charge 
is sustained against a reputable and unof- 
fending neighbor. Sometimes the mixture of 
hysteria or epilepsy with a malicious or crim- 
inal] disposition will mask the real character 
of the case, and give, as in any form of crim- 
inal charge, grounds for the expression of 
honest though contradictory opinion on the 
two sides.** 


About a decade later, Otto Snell, a German 
psychiatrist, also studied a number of witch- 
trials from a psychological point of view, and 
came to similar conclusions. He pointed out 
that very few mentally ill individuals were 
themselves victims of the witch trials. This 
is borne out in at least one case. In 1669 a 
Jewish woman was brought to Marburg and 
incarcerated because she had set fire to her 
house in order to burn down the village. She 
admitted freely having sold herself to the 
devil, of having had sexual relations with a 


42. David Nicolson, “Some Observations on the 
State of Society, Past and Present in Relation to 
Criminal Psychology,” Journal of Mental Science, 
27 (1881), 359-370; 28 (1882), 6-16, 510-519. 


43. Ibid., p. 367. 


baker, and demanded that she be put to death 
by beheading. Recognizing that she was in- 
sane, the court did not try her as a witch. A 
young girl of seventeen who in 1698 set fire 
to her village at the Devil’s command was 
not so fortunate; she was burnt at the | 
stake.** On the other hand, psychoses and 


-neuroses led to numerous trials because the 


sick person was believed to be possessed, and 
one had to discover and punish the witch 
who had caused the condition. 

Possession by the Devil, actually a very 
ancient idea, was widely believed to be due 
to witches. According to the authors of Mal- 
leus, the possessed behaves wildly, is en- 
dowed with unusual strength and qualities, 
makes noises like an animal, speaks lan- 
guages he did not learn and has many other 
unusual characteristics. The Devil must be 
driven out by exorcism. Numerous cases of 
demoniacal possession have been recorded, 
and modern authors have recognized various 
forms of mental illness under this designa- 
tion. Snell identified melancholia, paranoia, 
epilepsy, manic conditions, and hysteria as 
having figured in the witchtrials. Kirchhoff, 
also a German psychiatrist, names senile de- . 
mentia and epilepsy as conditions that af- 
fected those accused of witchcraft.** More 
recent investigators have seen such cases of 
forms of mental illness which would be 
classed among the schizophrenias.*7 Patho- 
logical swallowers (nails, needles, and the 
like), compulsion neurotics, sufferers from 
chorea—all were seen as affected with super- 
natural disease and the cure required that 
the cause be found and removed.*® 


44, Spielman, op. cit., pp. 91, 142. 


45. Otto Snell, Hexenprozesse und Geistesstérung 
(Miinchen: J. F. Lehmann Verlag, 1891); idem, 
“Ueber die Formen von Geistesstérung welche Hex- 
enprozesse veranlasst haben,” Allegemeine Zeit- 
schrift fiir Psychiatrie, 50 (1894), 534-535. 


46. T. Kirchoff, “Beziehungen des Damonen— 
und Hexenwessens zur deutschen Irrenflege,” Al- 
legmeine Zeitschrift fiir Psychiatrie, 44 (1888), p. 
329. 5 


47. Sigmund Freud, “A Neurosis of Demoniacal 
Possession in the Seventeenth Century,” Collected 
Papers, 4 (1949), 436-472. 


48. Saul Jarcho, “., . . Summary of the Life of 
Maria Caterina Brondi.. .,” Bulletin of the History 
of Medicine, 15 (1944), 400-419. 
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Where such ideas are an integral part of 
the culture, people can learn to produce 
such phenomena or to see them where we 
would not. Charcot, in the presentation of 
the grand hystérie taught his subjects to 
produce the desired phenomena. As one reads 
the records, it is obvious that within a defi- 
nite cultural context, namely, the Salpétriére 
Clinic, he was training hysterics so that they 
could put on a finished performance. The 
same thing occurred in the various out- 
breaks of possession of the sixteenth, seven- 
teenth and later centuries recorded in the 
literature. In the case of Urbain Grandier, 
which has been so well described by Aldous 
Huxley, a number oi nuns in a convent were 
taught how to enter states of possession. In- 
directly, by various cues, they were told what 
to do, and they performed. Grandier was ac- 
cused of having bewitched them, and he was 
burnt at the stake.*® The Salem witch trials 
exhibit the same phenomena. Furthermore, 
it is not surprising that children brought up 
in such a culture should have accused old 
women of witchcraft, or that they should 
have been such ready pupils at learning to 
. be possessed by the Dievil.®° 


Witchcraft Persecution Not a Simple 
Phenomenon 


It should by now be clear that the witch- 
craft persecution was not a simple phenome- 
non as seems to be implied by such terms 
as “mania,” “delusion,” or “craze.” To be 
sure, some individuals involved in witch 
trials were mentally and emotionally dis- 
ordered. Most of those involved were not. In 
part, their reactions were learned, in part, 
they conformed because of fear-producing 


49. Aldous Huxley, The Devils of Loudun (New 
York: Harper and Bros., 1952); Gabriel Legué, 
Documents pour servir a Uhistorie médicale des 
possédées de Loudun (Paris: Adrien Delahaye, 
1874). 

50. Sandford Fleming, Children and Puritanism 
(New Haven: Yale University Press, 1933); E. 
Caulfield, “Psychiatric Aspects of the Salem Witch- 


craft Tragedy: A Lesson in Mental Health,” Amer- . 


ican Journal of Diseases of Children, 65 (1943), p. 
788; M. Tramer, “Kinder im -Hexenprozess des 
Mittelalters: Kind und Aberglaube,” Zeitschrift fur 
Kinderpsychiatrie, 11 (1945), 140-149, 180-187; 
Marion L. Starkey, The Devil in Massachusetts 
(New York: Alfred A. Knopf, 1949). 


pressures. Opponents of the belief in witches 
and the Devil were suspected at best of hav- 
ing been duped, or at worst of being witches 
themselves. Many people were undoubtedly 
expressing aggressive impulses toward oth- 
ers, but in another context they would have 
done so differently. They were able to hunt 
and kill witches—in the form of old women 
and other queer or disliked individuals—be- 
cause an ideology and a governmental (eccle- 
siastical and secular) apparatus had been 
created and was available. These instruments 
had been created to eradicate dissent, to es- 
tablish conformity, and thus to protect the 
established order.®! To these elements must 


-be added a state of societal crisis. Similar 


phenomena have occurred at various times 
in history, the Popish Plot in the reign of 
Charles II, the Red Scare of 1919-1920, and 
others.*” 


RELATION OF WITCHCRAFT PERSECUTION TO 
OTHER PSYCHOPATHOLOGICAL PHENOMENA 


The approach in this sketch of the witch- 
craft persecutions and their relation to men- 
tal disorder is applicable to other phenomena 
that have been lumped under the headings 
of crowd delusions, mass hysteria and the 
like. The “mob” as a social phenomenon has 
recently been subjected to close study, and 
it has become clear that some “mobs” at least 
were not simply aggregates of individuals 
out to loot and destroy in an irrational 
orgy.** Similar phenomena that require anal- 
ysis are the dancing frenzies, the use of. 
trance and ecstasy to achieve social goals, 
the ways in which cultures make it possible 


51. John Morley, Life of Cornelius Agrippa (2 
vols., London: Chapman, Hall, 1856), Vol. II, p. 71. 


52. John Pollock, The Popish Plot (Cambridge: 
University Press, 1944); Robert K. Murray, Red 
Scare: A Study in National Hysteria, 1919-1920 
(Minneapolis: University of Minnesota Press, 1955). 

53. George F. E. Rudé, “The Gordon Riots: A 


Study of the Rioters and Their Victims,” Transac- 
tions of the Royal Historical Society, 5th Series, 6 


. (1956), 93-114; Rudé, The Crowd in the French 


Revolution (Oxford: Clarendon Press, 1959); E. J. 
Hobsbawm, Primitive Rebels: Studies in Archaic 
Forms of Social Movements in the 19th and 20th 
Centuries (Manchester: University Press, 1959), 
pp. 108-125. 
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for psychopathological individuals to play 
certain roles at a particular time. For ex- 


ample, in ancient history prophets and divin- 


ers were common. Whether these individuals 
were mentally ill or not is a moot question. 
However, there are records of such individu- 
als in more recent periods who, in times of 
stress, have been able to occupy positions of 
influence and to exhibit odd behavior. An 
interesting case occurred in England in the 
middle of the seventeenth century. In plague 
stricken London of 1665, Solomon Eccles 
walked about naked with a dish of fire and 
brimstone on his head prophesying woe. He 
forecast a universal conflagration for the fol- 
lowing year, which occurred, of course, but 


the world survived, and he vanished.** Eccles 
was accepted because the society of which he 
was a part was no stranger to prophets of 
woe exhibiting odd behavior. 

The main point is not to label the behavior 
of a group, even though its members may 
seem odd, by usual criteria. There may well 
be a rational core behind the apparently ir- 
rational. One must first examine the be- 
havior in its context before judging it. Fur- 
ther studies of this problem will present oth- 
er group behavioral phenomena and examine 
their relation to psychopathology. 


54. Anthony Hunter, The Last Days (London: 
Anthony Blond, 1959). 


VARIATIONS IN THE EVALUATION 
: OF THE MENTALLY ILL 


Fred R. Crawford, Ph.D., Glen W. Rollins, MS. W., and Robert L. Sutherland, Ph.D. 
The Hogg Foundation for Mental Health, pied of Texas 


Until relatively recent times, commitment 
to a state mental hospital usually represented 
a permanent separation of the patient from 
his home and community. Changes in modern 
medical techniques, in hospital practices and 
concepts, in legal definitions and entangle- 
ments, and in the value patterns of .our 
society have contributed to the reversal of 
this process. The transition has been so com- 
plete that during the fiscal year 1958-1959, 
more patients were separated from than ad- 
mitted to the state mental hospitals in 
Texas.! 


In general, these changes are considered an 
improvement; but, as the number of patients 
released from mental hospitals and clinics 
inereases, the social and interpersonal activi- 
ties which influence the acceptance of the ex- 
patients will also have to be advanced. As 
more mental health information is given to 
the public, these questions need to be asked: 


1. All admissions, 13,640; all separations, 13,945. 
See. the “Annual Report of the Board of Texas State 
ilospitals and Schools, Fiscal Year September 1, 
1958-August 31, 1959,” p. 12. 


(1) What is it accomplishing? (2) Are the 
attitudes and values of the public changing 
toward a deeper understanding and accept- 
ance of the ex-patient? And (3), if so, how 
are these changed evaluations being demon- 
strated through actions? 


In 1958 we began exploring the. processes 
and problems which are related to the rein- 
tegration of ex-mental patients into their 
communities.2 Now we can describe briefly 
some of our research methods and the initial 
findings from two of several instruments 
used in a series of surveys, which were de- 
signed to elicit evaluations of different classi- 
fications of “mentally ill” persons and of the 
situations in which they might be involved. 

Since W. I. Thomas presented his now 


2. This research project has been sponsored joint- 
ly by the National Inctitute of Mental Health and 
the Hogg Foundation for Mental Health, the Uni- 
versity of Texas. One of the early theoretical dis- 
cussions of this problem may be found in E. A. 
Proehl, “The Transition from Institutional to So- 
cial Adjustment,” American Sociological Review, 3 
(1938), 534-540. 
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classic interpretation of attitudes and values, 
various students have tested, redefined, or 
rejected (and/or indicated confusion con- 
cerning) the relationship of social values to 
attitudes and actions. Most sociologists now 
would probably agree that an attitude is a 
_ tendency to act in a given way toward a 
specific value in a particular social situation. 
Although it is not our purpose to become in- 
volved in the controversy which surrounds 
this concept,* there is a current interpreta- 
tion of the relationship between values, atti- 
tudes and action which, at this point, we do 
consider of importance. 

R.T. LaPiere wrote that “measured atti- 
tudes may or may not be indicative of pre- 
parations to respond in definite ways to 
specific situations.”* Following his study of 
mental health attitudes in a Texas com- 
munity, E. Gartly Jaco reflected this same 
idea in simpler terms: “A disparity often 
exists between what people say and what 
they actually do.’”* In a more specific investi- 
gation of the relationship between mental 
health attitudes and action, Charles D. What- 
ley® concluded that there are at least two 
levels of attitudes : those of the general public 
and those which exist and influence action 
at the primary-group level. Even though 
mental health attitudes may become progres- 
sively more liberal at the public level, he 
concludes, this does not mean that such 
changes will also take place in those situa- 
_tions which involve primary-group values. 
Without such a direct inference, Joseph T. 
Klapper? has drawn a distinction between 


3. For a classic discussion of this controversy, 
see Eugene L. Horowitz, “Questions on the Nature 
of Attitudes,” in Otto Klineberg, Editor, Character- 
istics of the American Negro (New York: Harper 
and Brothers, 1944), pp. 141-157. i 

4. Richard T. LaPiere, “The Significance of Meas- 
ureable Attitudes,” American Sociological Review, 
8, (1938), 175-182. 

5. E. Gartly Jaco, “Attitudes Toward, and Inci- 
dence of, Mental Disorder: A Research Note,” 
Southwestern Social Science Quarterly, 38 (1957), 30. 

6. Charles D. Whatley, “Social Attitudes Toward 
Discharged Mental Patients,” Social Problems, 6 
(1959), 313-320. 

7. Joseph T. Klapper, “Mass Media and Persua- 
sion,” in Wilbur Schramm, Editor, The Process 
and Effects of Mass Communication (Urbana: Uni- 
versity of Illinois Press, 1954), pp. 318-319. 
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attitudes which have “active” as opposed to 
“verbal” sanction. He suggests that all “‘civic 
attitudes” enjoy verbal sanction, but not all 
of them enjoy “active” sanction. 

Other writers have continued to explore 
and to demonstrate the relationships which 
exist between attitudinal evaluations,® the 
factors which uniquely influence expressions 
of attitudes, and action or the lack of action. 
The cumulative evidence is sufficient to sup- 
port the contention that intervening vari- 
ables (whether they are psychological char- 
acteristics,® reference group influences, 
rhetorical perambulations, or any of the 
other variables which have been identified) 1° 


’ are undoubtedly important when the objec- 


tive is to explain why certain patterns of 


8. The word evaluation is used at times to re- 
emphasize the lack of agreement concerning the 
meaning of the term “attitude.” For example, in 
Jaco’s use of the Roper poll items he calls them 
“attitudes.” Woodward called these same items 
“opinions” and “ideas.” Whatley uses the term 
“attitude”. but does not define it. Freeman and 
Kassebaum use a form of evaluation which is seem- 
ingly similar to the “attitudes” mentioned above 
but they call them “opinions.” See: Howard E. 
Freeman and Gene G. Kassebaum, “Relationship of 
Education and Knowledge to Opinions About Men- 
tal Illness,” Mental Hygiene, 44 (1960), 43-47. 


9. Whatley, for example identifies what he calls 
“ego-involvement,” a characteristic which influ- 
ences attitudes and actions as an intervening vari- 
able. As one conclusion from intensive analysis of 
data similar to some degree to those data which 
will be examined in this study, Nunnally identifies 
one of these specific characteristics: “The differ- 
ences (between an individual’s self ranking and 
his ranking of other concepts) show that the indi- 
vidual’s self-sentiment must be reckoned in with 
understanding his attitudes toward mental disor- 
ders. We see here an illustration of the maxim in 
psychology that attitudes toward social issues and 
toward particular groups are often related to more 
general attitudes in the individual. Jum Nunnally, 
Jr., Supplement to Phase I Report, Communication 
of Mental Health Information (Urbana: University 
of Illinois, Institute of Communications Research, 
April, 1958), p. 35. 


10. One of the best general discussions of the 
importance of reference groups, rhetoric concepts. 
et cetera, may be found in John W. Riley, Jr., anc 
Matilda White Riley, “Mass Communication anc 
the Social System,” in Robert K. Merton, Leonar: 
Broom, and Leonard S. Cottrell, Editors, Sociolog:' 
Today (New York: Basic Books, Inc., 1958), pp. 
537-578. 
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evaluations are found to be associated with 
certain segments or kinds of social or col- 
lective groupings. 


PURPOSE OF THE STUDY 


Without examining these intervening fac- 
tors, we shall attempt to study the evalua- 
tions of a randomly selected sample of 
respondents for continuity and applicability 
under the stated definition of the concept 
attitude. One of the most direct and specific 
expressions by a sociologist of the nature of 
the relationship of the concept to our prob- 
lem follows: ear 


Rejection of the mentally ill person... 
can be based on our attitudes and values 
toward the individual in our culture. In other 
words, how we treat each other as well as 
how we treat our selves may affect not only 
who becomes identified as a mental patient 
but also the effectiveness and eventual out- 
come of psychiatric treatment and his 
chances for post-hospital integration into 
the community." 


Here we want to determine the general 
relationship between the “rejection of the 
mentally ill persons” and the values which 
pertain to the “individual,” as reflected by 
one small sample drawn from the Texas 
population. We shall also explore the rela- 
tionship between “self” evaluations, the 
evaluations of certain non-mentally ill others, 
and the evaluations of various types of 
mentally ill persons, with the view of using 
these relationships as indicators of potential 
success in the post-hospital reintegration of 
ex-mental patients into their communities. 
Finally, material from case studies will be 
used for purposes of specifically testing the 
projected relationships. 


PROCEDURE 


The sample which provided the data was 


drawn from four communities: two in a. 


West Texas State Mental Hospital District 
and two in an East Texas District. The 
populations varied from 24,000 to 75,000. 
The communities represented four different 


11. E. Gartly Jaco, op. cit., p. 38. 


economic and historical types; and they also 
differed in their relative distances from the 
specific state hospital to which their patients 
would be committed for treatment. 


There were two approaches to the field 
work. One staff member (a psychiatric so- 
cial worker) interviewed the significant 
others around 120 ex-mental patients who 
had been committed from, and released to, 
one of the communities of study. The other 
member (a sociologist) interviewed 362 key 
functionaries in the four communities who, 
because of their roles and/or interests, would 
be expected to encounter citizens with a 
problem of mental illness involving self, 
family member, or friend. 


As the final phase of work in each com- 
munity, data on a number of different sam- 
ples were obtained by using a prepared 
questionnaire. In two communities, the ques- 
tionnaire was administered to all ninth and 


twelfth grade school children in attendance 


on a specific day. In all four of the com- 
munities, we selected a one per cent random 
sample of the households. 


In the randomly selected households, all 
persons over the age of 15, who were present 
and would cooperate at the time of contact, 
were given a questionnaire to complete. 
These contacts were made by local people 
(usually college students) hired and trained 
in each community. Negro and Mexican- 
American interviewers were assigned to all 
cases belonging to these ethnic types. As- 
signments were made in such a way that all ° 
first contacts were made in one day, with 
a second day allowed for follow-up work. 
Substitutions of selected households were 
permitted under controlled conditions. A 
total of 473 households were successfully 
contacted to fulfil the sample design in each 
community.” 


From the efforts in the four urban areas, 


12. Since we are not treating here the data based 
on two other samples, we only mention them in 
passing: (1) We obtained a one per cent random 
sample of the rural households in the three rurai 
counties with a representative rural population; 
and (2) in the two communities in which the ques- 
tionnaires were presented to students in the ninth 
and twelfth grades, we also selected a special sam- 
ple of citizens. These will be treated elsewhere. © 
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718 usable questionnaires were obtained.'* 
Each questionnaire was completed without 
assistance from the contact person. To in- 
sure anonymity, the respondent placed his 
booklet in a separate envelope and sealed it 
before returning it. Each questionnaire was 
later coded and the data were transferred 
to IBM cards for analysis. 

The questionnaire contained three parts. 
The first part contained a battery of 60 
opinion items; the second, nine semantic dif- 
ferential patterns; and the third, a complex 
of sociological background items, a series of 
communication exposure questions, and a 
series of items designed to elicit information 
concerning the respondent’s contacts and 
experiences with mentally ill persons. The 
final component of Part III was the seven 
item Woodward-Roper poll, used originally 
in the 1950 Louisville study'* and reused by 
Jaco in his study of Austin in 1955. The 
first two parts of the questionnaire were 
instruments developed by Nunnally at the 
Institute of Communications Research, the 
University of Illinois.» Here we shall pre- 
sent and analyze the data derived from the 
Woodward-Roper poll to establish a basis 
on which the evaluations obtained through 
our use of Nunnally’s attitude tests may be 
described. 


t 


FINDINGS FROM THE WOODWARD-ROPER 
INSTRUMENT 


One of Woodward’s conclusions, which is 
reflected in the data gathered by Jaco 
and supported by the findings in Whatley’s 
study, is that “the public has come a con- 
siderable distance in giving up old beliefs 


13. Sixty-three additional questionnaires were ob- 
tained through these efforts, but these were re- 
jected. Printing errors invalidated 22 of these, and 
the other 41 were incomplete. This loss represented 
8 per cent of the attempted contacts in the urban 
sample, but the total number of households required 
by the design was still represented. 


14. Julian L. Woodward, “Changing Ideas on 
Mental Illness and Its Treatment,” American So- 
ciological Review, 16 (1951), 443-454. 


15. Jum Nunnally, Jr., “The Communication of 
Mental Health Information,” Behavioral Science, 2 
(1957), 222-230. 


and superstitions about mental illness and 
in adopting more modern, scientific view- 
points.” Whatley goes somewhat deeper 
into this change and points out that, “since 
social areas other than mental illness have 
undergone similar degrees of liberalization 
in recent decades, this evidence is not sur- 
prising.”"7 

In order to make a comparison among the 
three sets of data developed from the seven 
items in the Roper poll, we have had to 
modify our presentation in such a way that 
the full range of expressions is not repre- 
sented. Only the “true” and “false” re- 
sponses are used in these comparisons. The 


TABLE 1 
Standardized Response Patterns for Seven Roper 
Poll Items Concerning the Mentally IIl 


Item and Our Roper’s Jaco’s 
Response to It— Sample Sample Sample 


' A. Local medical facilities 


are inadequate 
N respondents 524 3,450 
Per cent true 85 
Per cent false 15 
B. They won’t face their 
problems 
N respondents 500 
Per cent true 56 
Per cent false 44 
C. Mental illness is 
inherited 
N respondents 545 
Per cent true 10 
Per cent false 90: 
D. Mental hospitals treat 
patients badly 
N respondents 400 
Per cent true 16 
Per cent false 84 
E. Experts can’t agree on who should 
be in insane asylums 
N respondents 
Per cent true 
Per cent false 
F. Psychiatrists can help when 
someone acts queerly 
N respondents 
Per cent true 
Per cent false 
G. If family members became men- 
tally ill, I would 
N respondents 401 3,597 
Tell friends 71 48 
Keep quiet 29 52 


16. Julian L. Woodward, op. cit., p. 454. 
17. Charles D. Whatley, op. cit., p. 320. 
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original Woodward data, and our own, have 
been modified to conform to this pattern. 
Because of this, only comparisons of a gross 
kind can be made.® 

If there are answers that reflect the sug- 
gested “liberalization” of attitudes to these 
seven items, it appears that the highest 
proportion of respondents indicating .such 
an “understanding’’ occurs in our sample 
for five of the seven items. In Item B the 
two Texas samples tied exactly, while, for 
Item F, our sample fell between the other 
two (Table 1, above). 

If the “liberalizing” trend was evident in 
the 1955 data, it was evident to a higher 
degree in our data derived in 1958-1959. The 
first of these “liberal’’ attitudes on the part 
of our respondents suggests that the re- 
spondents believe (1) that local medical 
facilities are inadequate for handling cases 
of mental illness and (2) that patients are 
not mistreated in mental hospitals. About 
the same proportion of respondents in our 
sample also indicated that it is worth while 
to get a psychiatrist’s help when “someone 
begins to act queerly.” On the surface, these 
expressions suggest that the idea of treating 
disturbed persons in mental hospitals, away 
from home and community, by reputable 
psychiatrists is now generally accepted as 
a part of our “civil attitudes.” And, appar- 
ently, more of our respondents, than in the 
two earlier samples, might communicate to 
friends the knowledge that a member of the 
family was mentally ill. 

The last two items dealt with “reasons” 
why mental illness might appear: It is in- 
herited—a thought rejected by the majority 
of our respondents; and mentally ill people 
just don’t want to face their problems and 
troubles. There were no differences between 
the Texas samples concerning this latter 
statement. 


The possibility now exists for the direct 
testing of applicability and continuity of a 
relationship hypothesized by Jaco: “The 
more a mental hospital comes to be regarded 
as a treatment center, the higher will be the 
rate of release of its patients and the easier 
the transition from his role as hospital in- 


18. Richard T. La Piere, op. cit., p. 179. 


mate to his role in the regular community.’’® 

In the preceding discussion, evidence has 
been presented which tends to demonstrate 
that the respondents in our Texas sample 
evaluate mental hospitals as being recognized 
treatment centers. Also, the release rates - 
from Texas state mental hospitals have be- 


_ come higher until they exceeded commitment 


rates during the period of this study. Does 
the suggested continuity of relationships 
apply as hypothesized, or are the “civil atti- 
tudes” as well as the treatment-release pat- 
terns actually ahead of the interactions - 
which occur between the ex-patient and 
others in his community, as he returns and 
undertakes the transition from his role as 
hospital inmate to his role in the regular 
community ? 


THE “CURED,” THE NON-ILL, AND 
THE MENTALLY ILL 


The third possible change projected by 
Jaco was identified as being “a willingness 
on the part of the populace to accept the 
discharged patient as either a ‘new’ or ‘dif- 


. ferent’ person and as one possessing a new 


and different status in his relationships with 
others in contrast to the status he acquired 
by virtue of his commitment.’ 

One of the instruments in the question- 
naire, although designed for other pur- 
poses,” provides data which permit a direct 
attempt to determine the variations in ex- 
pressed attitudes made by our respondents 
toward the object “Ex-mental Patient,” as 
well as of objects which have some connota- 
tion of mental illness and other objects which 


19. E. Gartly Jaco, op. cit., p. 37. 

20. Ibid., p. 37. . 

21. The instrument from which the data present- 
ed in Table 2 were taken was used by Nunnally 
as a semantic differential. We have not attempted 
to use the semantic differential, but have drawn 
only single distributions of attitudinal responses 
rather than converging patterns. Under each noun 
object, the polar adjectives were separated by a 
seven-point scale, with the 4th cell being the neu- 
tral one. A score on the side of a particular ad- 
jective was indicative of the respondent’s interpre- 
tation of the adjective’s relation to the object. 

For our use, all the responses from the sample 
of 718 persons which were scored in any of the 
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TABLE 2 
Percentages of Positive Responses to Listed Adjectives by a Random Sample of 718 Persons 


To Whom Applied 


Gross Avg. 
Percentage 


A Most Ex-Mental Old Neurotic Mental Insane Each 


Texan People Patient 


Man People Patient People Alcoholic Concept 


73 
69 
67 
68 


. Predictable 
13. Fast 
Mean Percentage 


55 


22 


*Patterned after Osgood and Nunnally’s “Semantic Differential.” 


have none. Table 2 contains the distributions 
of evaluations directed toward the nine dif- 
ferent objects to be considered. 

Four of these object nouns were devoid 
of any implication of mental illness: “Me,” 
“A Texan,” “Most People,” and “Old Man.” 
Three of the objects were definitely associ- 
ated with the idea of being mentally ill 


at least to some degree: “Insane People,” © 


“Mental Patient,” and “Neurotic People.” 
The reflections we have obtained through 
our interview work concerning the concept 
“Alcoholic” suggest that this object is not 
generally considered to be mentally ill in the 
same way as is an “Insane Person.”’ And, of 


three cells between the neutral cell and the posi- 
tive adjective were totaled and, then, computed as 


a percentage of the total sample. The average per- 


eentage of positive responses for the thirteeen scales 
was then obtained for each noun, and these items 
are ranked in Table 2 in descending order (from 
left to right). No attempt has been made to use 
these tests as they were originally designed by 
Nunnally. The semantic differential can be ana- 
lyzed properly only from the basis of psychological 
theory. Also, certain difficulties, some of which 
Nunnally identified, precluded our duplicating his 
procedure. On the semantic differential, see Jum 
Nunnally, Jr., Tests and Measurements (New York: 
McGraw-Hill Book Company, 1959); also, Charles 
E. Osgood and G. J: Suci, The Measurement of 
Meaning (Urbana: The University of Illinois Press, 
1957). 


course, the object “Ex-mental Patient” is 
the crucial one to be considered. 


For analytical purposes we assume that 
“Me,” “A Texan,” and “Most People” rep- 
resent a gross indication of the attitude- 
value complexes which surround the “ac- 
ceptable” individual as revealed by our 
Texas sample. The four lowest ranking 
objects demonstrate rather clearly the di- 
vergence between the attitudes expressed 
toward “acceptable” individuals and the 
“other-than-normal, mentally ill individuals.” 


> 
On the basis of a comparison of these 
various expressions the “ex-mental patient’ 


does appear to have a different and more 


acceptable status than the “mental patient.” 
This relatively high-ranking position of “‘ex- 
mental patient” is not the result of any 
positive bias introduced through the inter- 
viewing process.?? We obtained an additional 
sample with the same questionnaire of more 
than 2,100 ninth and twelfth grade school 


22. Our contact people always identified them- 
selves as working for the Hogg Foundation for 
Mental Health, the University of Texas. They ex- 
plained that we were studying the process of re- 
adjustment that ex-mental patients went through 
when they returned to their families and commu- 
nities. The school children did not receive this in- 
troduction and, thus, knew nothing about the pur- 
pose of this study. 


( 
| 
1. Valuable 68 73 62 66 39 37 31 26 |_| 
2. Clean 89 69 62 . Bes gs 30 21 14 50 
3. Sincere 86 64 55 66 22 21 20 12 46 
4. Active 719 67 51 30 36 26 25 29 45 
5. Safe 84 64 67 55 64 29 14 6 9 44 
: 6. Warm 62 58 49 41 37 21 21 19 27 37 
7. Strong 63 69 51 37 19 12 24 28 11 35 
8. Rugged 45 63 41 25 26 21 24 26 41 35 
9. Healthy 78 65 57 41 20 11 8 9 5 33 
10. Wise 60 57 53 38 54 11 8 8 4 38 
: 11. Relaxed AT 49 39 33 ~ 62 7 8 8 17 30 
60 52 49 35 41 9 nf 5 6 29 
60 54 41 17 6 25 19 24 15 29 
x 68 42 42 19 18 17 
i 
ti 
. 
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children which may be used to test for the 
existence of such bias in the random sample. 


The evaluations by these students of the 
two concepts “Ex-mental Patient” and ‘“Me” 
are presented in Table 3. From these evalua- 
tions it may be concluded that if bias were 
interjected by the personal contact pro- 
cedure it was negative bias! Therefore, the 
established position of “Ex-mental Patient” 
for the random sample can be accepted as 
an adequate representation. 

Thus, in summary, evidence has been pre- 
sented which supports the hypothesized 
relationship. (1) Mental hospitals have a 
useful value as treatment centers according 
to our respondents. (2) More patients are 
being released from state mental hospitals 
than are being committed. (3) The “Ex- 
mental Patient” has a strikingly middle- 
range value when contrasted with the 
evaluations of ill and non-ill objects by our 
respondents. The question now may be asked, 
“Has the transition from his role as hospital 
inmate to his role in the-regular community 
become easier for the ex-mental patient?’ 

If this projected transition has become 
“easier” there is very little evidence avail- 


TABLE 3 


Percentages of Positive Responses to Listed Adjec- 
tives by 2,105 Ninth and Twelfth Grade School 
Children from Two Communities 


Noun Objects* 
Ex-Mental Patient 


Adjectives: Me 
Valuable 72 
Clean 91 
Sincere 80 
Active 78 
Safe 15 
Warm 66 
Strong 62 
Rugged 
Healthy 85 
Wise 57 
Relaxed 
Predictable 
Fast 
Gross average 

each adjective 


*Patterned after Osgood and Nunnally’s “Seman- 
tie Differential.” 


able which demonstrates it.?* For example, 
only 28 per cent of the 120 ex-mental pa- 
tients we are studying had achieved what, 
by any criteria, could be called a “success- 
ful’ reintegration before at least six months 
following their release from a state mental. 
hospital. 


This group of ex-patients from state 
mental hospitals also should represent the 
“optimum” potential for such an examina- 
tion of reintegration because they consisted 
of all persons released back to each com- 
munity during our period of study, who had 
been committed from that community. At 
this point, one of the confusing factors 
becomes evident. Release from a state mental 
hospital is possible for a number of reasons; 
and only some of the ex-patients are labelled 
“improved” and given a good medical prog- 
nosis. In other words, the transition from 
hospital role to community role is not, for 
some ex-patients, a direct possibility. The 
ex-patient, who still manifests psychotic dis- 
turbances or personality disorders, who is 
still physically ill, or perhaps who is yet 
suffering from difficulties of both kinds, 
does not have a real chance of resuming an 
expected and acceptable role in his commu- 
nity. Even the roles vary, as might be ex- 
pected, on the basis of age and sex divisions. 
Table 4 contains some information concern- 
ing these 120 ex-patients showing these 
differences. 


23. As more current studies become available, it 
is entirely possible that Jaco’s projection may be 
proved true. At this time, however, the incidence 
of satisfactory reintegration is low throughout the 
nation, according to available information. See, for 
example, Donald Stewart, “Post Hospital Social Ad- 
justment of Former Mental Patients from Two Ar- 
kansas Counties,” Southwestern Social Science Quar- 
terly, 35 (1955), 317-323; also, M. B. Davis, How- 
ard E. Freeman, and Ozzie G. Simmons, “Rehos- 
pitalization and Performance Among Former Men- 
tal Patients,” Social Problems, 4 (1957), 37-44. In 
a different study, soon to appear in the Annals of 
the New York Academy of Science, we examine this 
problem of satisfactory reintegration from a dif- 
ferent perspective—other studies are utilized in the 
analysis. The conclusion remains the same—much 
more needs to be known about the problem. 


71 
79 
63 
54 
4 
64 
: 55 
36 
28 
] 
48 
42 
- 41 ' 
29 
7 
51 
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TABLE 4 
Specific Characteristics of 120 Ex-Patients from 
Two Texas Mental Hospitals: 
Age Range, 13-86 Years 


Number in Sample 


Characteristics— 
A. Final diagnosis of illness 
1. Acute brain disorders 
2. Chronic brain disorders 
3. Psychotic disorders 
4. Psychoneurotic 
5 Personality disorders 
6. Mental deficiencies 
7. Unknown 
Total 
B. Medically defined condition at 
time of release 
1. Improved 
2. Unimproved 
38. Against medicai advice 
4. Unknown 
Total 
C. Type of release 
. Discharged 
. Furloughed 
. Escaped 
. Furlough-discharge 
. Escape-discharge 
. Discharge against medical advice 12 
Total 120 
D. Role to which the patient was 
expected to return 
. Husband 
. Wife 
. Dependent relative 
. Supportive relative 
. Lone individual 
Total 
E. Sex distribution 
1. Males 
2. Females 
Total 


THEORETICAL IMPLICATIONS 


The evidence which has been presented 
does not invalidate the general statement 
that “the rejection of the mentally ill per- 
son thus can be based on our attitudes... 
toward the individual in our culture.” Nor 
does the evidence refute the implication that 
our attitudes toward the individual also af- 
fect the eventual outcome of an ex-patient’s 
chances for post-hospital reintegration into 
his community. The fault in reasoning here 
is in the failure to equate the terms at the 
same level of meaning. “The rejection of the 
mentally ill person can be based on our at- 
titudes .. . toward the mentally il individual 


in our culture” is a more accurate statement. 

According to our respondents, clear dis- 
tinctions were made of the differences be- 
tween ‘“‘non-ill” persons, “mentally-ill” per- 
sons, and “ex-mental patients.” Individuals 
are not the same, and neither are ex-mental 
patients. In essence, the only thing a label 
such as “mentally ill,” or more particularly, 
“ex-mentally ill’ implies for the individual 
who wears it is that he has been treated for 
a condition which has been labelled “mental 
illness.” 


Secondly, there is undoubtedly a direct 
relationship between attitudes and values 
and an ex-patient’s chances of reintegration. 


' But, again, the fact that ex-patients differ 


from each other must not be overlooked. 
Such persons were not “the same” before 


- treatment—some were young, some old; 


some rich; some were from well-established 
families, some had no family; some had long 
histories of anti-social activities, while some 
had never violated mos or law. Also, as men- 
tioned, the condition of the ex-patient at 
time of discharge undoubtedly influences re- 
integration, and many ex-patients are not 
in a condition which would permit them to 
be reintegrated into established and expected 
roles following release, because of residual 
physical, psychiatric, and/or social patho- 
logical weaknesses. Even the procedure of 
incarceration (which occurs in most cases 
committed to state hospitals), forced hos- 
pitalization, and treatment are sufficiently 
strong human experiences to affect changes 
of some sort in the individuals who live 
through them. This would still be true even 
when society gives such persons a “new” 
and “different” status, at least in general 
evaluations. 

Thus, there are basically two components 
in this present discussion: (1) the general, 
and (2) the specific. The trend in changes 
in stated attitudes toward mental hospitals, 
treatment patterns, and even ‘“ex-mental 
patients” has emerged as projected by Jaco. 
The attitudes stated by this sample are 
“more liberal” than those obtained through 
the use of the same instrument in past years. 
“Ex-mental patients” are rated in basically 
more favorable ways than are those objects 
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associated with some degree of current men- 
tal illness. 

The specific reintegrative actions which 
specific ex-patients are involved in have not 
emerged as predicted, however. Jaco cer- 
tainly has not denied the importance of the 
specific. He even suggested that a direct 
attempt to determine how great the disparity 
between “what people say and what they 
actually do” could be made by comparing 
respohses between those who have a men- 
tally ill family-member and those who do 
not. This, in essence, is also the solution to 
the apparent dilemma. An attitude is a pre- 
disposition to act in a given way toward a 
specific social value in a particular situation. 
By encompassing all dimensions of this 
definition, direct application of findings 
should be possible. 

What does this mean to those who are 
attempting to communicate mental health 
information? There is apparently a condi- 
tion, which others have previously identified 
and attempted to explain, consisting of a 
discrepancy between measured attitudes and 
related actions. An argument, such as that 
presented by Klapper, that some attitudes 
have “active” as opposed to “verbal” sanc- 
tion is actually a post hoc description. If 


‘ 


The decision by a person who has some- 
thing wrong with his health that he is ill 
and not merely ailing is a turning point in 
his subsequent behavior. Besides giving him 
the privileges of the sick role, this decision 
is also likely to influence what he does about 
his health problem. 


Most studies of lay views on illness have . 


focused on whether these views coincide 


*I am indebted to Dr. Norman Berkowitz, Dr. Mal- 
colm Klein, and Miss Mary Malone of the Human 
Relations Center at Boston University for much 
helpful criticism of this paper. I am also obliged 
to Miss Rose Godbout of the School of Nursing for 
advice about the interview schedule. 


action does not follow the measured attitude, 
then it has only “verbal” sanction. 

Even Whatley’s identification of the im- 
portance of ego values (which he equates as 
primary group values) does not aid in under- 
standing the gap in the defined relationship - 
between attitudes, values, and actions, at 
least as it apparently exists in the data pre- 
sented in this study. If a person does have 
“favorable” attitudes toward ex-mental pa- 
tients, why will his actions deny this in 
primary relationships? 

One possible solution, at least in theory, 
requires a redefinition of the problem. Is it 
not possible that attitude changes can occur 
but that related actions lag behind? Cer- 
tainly the great work done in the area of 
cultural lag would suggest this possibility. 
Action lag, therefore, could be described as 
that condition in which attitudes change 
when measured over time but related actions 
do not change at the same rate. 

The specific side of the question can be 
examined from this viewpoint. If a person 
with the changed attitudes comes into a sit- 
uation of a primary nature involving an 
ex-mental patient how will he act? Such a 
question can only be answered by further 
research. 


HOW LAYMEN DEFINE ILLNESS* 


Dorrian Apple, Ph.D. 


Boston University School of Nursing 


with professional ideas of what patients, or 
prospective patients, should know and do. 
The usual approach has been to inquire if 
people are correctly informed of the facts 
about health, and if they are not, to explore 
the reasons. However, for a layman to con- 
clude that he is ill and for a doctor to diag- 
nose him involve quite different processes 
of decision. There has been little investiga- 
tion of whether a layman who decides he is 
ill has based this conclusion, at least in part, 
on factors which a doctor would not consider 
to be untrue or imaginary but which rather 
are irrelevant to a professional judgment 
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about the state of his health.! Hence, it seems 
important to find out the conditions under 
which the layman thinks of himself, or oth- 
ers, as being ill. 


Objectives 


This study was designed to investigate the 
influence of three conditions on whether 
laymen would decide that a state of impaired 
health should be considered as illness: con- 
ditions in which the health problem does or 
does not interfere with usual activities, 
whether or not it was recent in onset, and 
whether it is ambiguous—that is, hard for 
a layman to diagnose. A secondary aim of 
the study was to ascertain when respondents 
thought it advisable to see a doctor. 


PROCEDURE 


The attempt to achieve these aims was 
through a process of interviewing sixty per- 
sons in a sample which, as will be shown, 
was selected by a prearranged plan. The in- 
terviewing was carried on by graduate stu- 
dents at the Boston University School of 
Nursing as part of their graduate training. 
The interviewers read to these persons a 
series of brief descriptions of individuals 
with health problems and asked them wheth- 
_er they thought the person depicted in each 
description was sick, what the illness might 
be, and what should be done about the health 
problem. The interview also included ques- 
tions about the respondent’s background, his 
health practices, and his knowledge of facts 
about health. 


1. Two studies have described configurations of 
facts in lay judgments about health which are dif- 
ferent in kind from the configurations of facts in 
professional judgments. Lena DiCicco and Dorrian 
Apple, in “Health Needs and Opinions of Older 
Adults,” Public Health Reports, 73 (1958), 479-487, 
presented evidence that their sample defined health 
as the ability to be active. Elaine and John Cum- 

_ming, in Closed Ranks: An Experiment in Mental 
Health Education (Cambridge: Harvard University 
Press), found that laymen ysed criteria to identify 
mental illness which were different from the cri- 
teria of professionals. 


The Descriptions of Health Problems 


In the eight descriptions of persons with 
health problems which were used in the in- 
terview, the three conditions of interference 
with usual activities, recent onset, and am- 
biguity were combined in all possible ways. 
This design allowed replies to all eight items 
to be utilized in testing the effect of each 
condition on whether or not respondents con- 
sidered the persons described to them to 
be ill. 


One description was characterized by all 
three conditions; three descriptions were 
each characterized by a pair of conditions; 


’ three others were represented by a single 


condition; and one was depicted as a health 
problem in which none of the conditions was 
present. The absence of a condition was made 
explicit. In other words, a description of a 
health problem in which interference with 
usual activities did not occur contained a 
statement that the person was able to carry 
out his usual activities. A health problem 
not of recent onset was described as stable 
and chronic, as having been present with- 
out change for six months or more. And the 
statement about a health problem which was 
not ambiguous was framed to represent a 
familiar ailment such as a bad cold. For ex- 
ample, the health problem which was recent 
in origin, was not ambiguous, and interfered 
with usual activities was described as fol- 
lows: “Here’s a man who developed a sore 
throat and a running nose the day before 
yesterday. He feels feverish and aches and 
has a tight feeling in his chest. He doesn’t 
feel like doing anything.” The health prob- 
lem which was ambiguous and not recent in 
its onset but interfered with usual activities 
was represented by the statement: “Here’s 
a man who has been feeling very tired a lot 
of the time for the past six months. He gets 
tired soon after he gets up in the morning. 
Sometimes he feels dizzy for a few minutes. 
He doesn’t feel like doing as much as he 
usually does.” In the eight items, the. sex 
of the persons described was varied so that 
two men and two women appear in the four 
cases in which a condition was present and 
two men and two women appear in the four 
in which the condition was absent. 
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The validity of the concept of ambiguity 
was tested and found to be satisfactory. An 
ambiguous health problem had been pre- 
viously defined as one which would be dif- 
ficult for a layman to diagnose; and a health 
problem which was not ambiguous, as one 
which would be easy for the layman to di- 
agnose. It was found that the proportion of 
respondents who said that they could not 
identify the health problem, or who offered 


two or more different kinds of diagnoses, . 


was higher for each of the four ambiguous 
items than for any of the unambiguous items. 
The mean proportion of people who found 
diagnosis difficult was .55 for the ambigu- 
ous items and .24 for the unambiguous items. 

This test of validity does not assume that 
the lay diagnoses are correct. The only medi- 
cally valid statement which can be made 
about the eight items is that the persons de- 
picted are not in the best of health. 

Recent onset and interference with usual 
activities were assumed to have face valid- 
ity in the items, since they contained phrases 
such as “the day before yesterday,” “for the 
past six months,” “doesn’t feel like doing 
as much as he usually does,” and “hasn’t 
interfered with any of her activities.” Re- 
liability of the items was tested by investi- 
gating whether similar types of respondents 
would give similar replies. The sample was 
stratified on age, sex, and education and, 
then, was divided at random into two groups. 
The frequencies with which the items were 
identified as illness by the two groups were 
correlated, and 7 was found to be .87. 

The study design assumed that respond- 
ents would make a distinction between ill- 
ness and health problems which they did 
not consider to be illness. This assumption 
was validated by the fact that respondents 
frequently verbalized the process of making 
this distinction by remarks such as, “He’s 
really sick,” or “She’s not sick, she’s just 
ailing,” or “He’s got something wrong with 
him, but I wouldn’t say he’s sick.” 


The Sample 


The sample consisted of sixty persons, 
men and women between the ages of 20 and 
50 who were living in the Boston metro- 
politan area. The interviewers were instruct- 


ed to choose people of specified age and sex, 
so that the sample would contain an equal 
number of older and younger men and wom- 
en. To control variability in social class, 
interviewers were instructed to limit their 
selection to persons of given definitions 
of occupation and education. Relatives and 
friends of interviewers and persons with 
training in the health field were ruled out 
as respondents, in order to minimize the 
possibility that respondents’ reactions would 
be biased by professional knowledge. 

The sample contained almost equal pro- 
portions of men and women. Half were 35 
years of age or under and half over 35. Half 
of the sample were professionals, executives, 
or owners, or the wives of men who held 
these positions. The remainder, with the ex- 
ception of four blue collar workers, were 
white collar workers or the wives of white 
collar workers. Half were college graduates, 
one-fifth had had some postgraduate educa- 
tion, and nearly all of the remainder had 
had at least some high school education. 


JUDGMENTS ABOUT ILLNESS 


The frequencies with which respondents 
judged the eight descriptions of health prob- 
lems to be illness are presented in Table 1. 
The range of the number of items judged 


TABLE 1 


Frequency of Identification of Health 
Problems as IllIness 


Health Problem* 


1. Interferes with usual activities, 
recent onset, ambiguous 54 
2. Does not interfere with usual . 
activities, recent onset, ambiguous 40 
8. Interferes with usual activities, 
recent onset, not ambiguous 52 
4. Interferes with usual activities, 
not of recent onset, ambiguous 39 
. Does not interfere with usual activities, 
not of recent onset, ambiguous 22 
. Does not interfere with usual activities, 
recent onset, not ambiguous 28 
. Interferes with usual activities, 
not of recent onset, not ambiguous 34 
. Does not interfere with usual activities, 
not of recent onset, not ambiguous - 25 


*Conditions present are italicized. 


Number 
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to be illness by individual respondents was 
one to eight. No significant differences in 
the number of judgments were found when 
respondents were compared on the basis of 
sex, age, education, occupation, a high or 
low level of health care or a high or low 
amount of knowledge about health.* 


The effect of interference with usual ac- 
tivities, recent onset, and ambiguity on 
whether respondents thought the items de- 
picted illness were tested by means of scores 
assigned to individual respondents. Each re- 
spondent was given a score of plus, minus, 
or zero for his reaction to each condition. 
He received a score of plus if he judged ill- 
ness to be present in more of the items in 
which the condition was present than in the 
items in which the condition was absent, a 
score of minus if the reverse were true, and 
a score of zero if he judged illness to be 
present as often in items in which the con- 
dition was present as in items in which the 
condition was absent. To illustrate the scor- 
ing procedure, a respondent who judged 
items 1, 2, 4, and 7 in Table 1 to be illness 
would receive a score of plus for his re- 
action to ambiguity, zero for his reaction 
to recent onset, and plus for his response 
to interference with usual activities. The 
scores of the sample are given in Table 2. 


The effect of each condition on whether 
illness was perceived in the health problems 


2. Knowledge of health was measured by dicho- 
tomizing the sample at the median of the number 
of correct answers given to a ten-item quiz con- 
taining items such as, “A person can get diabetes 
from eating too many sweet things.” As a kind of 
validity test, this measure was correlated with a 
fairly good four-item Guttman scale based on the 
quiz; the phi coefficient of correlation was .47, P 
<.01. Persons with a high level of health care were 
those who said they had their own doctor, their 
own dentist, and had seen a doctor and a dentist 
within the past year. Persons with a low level of 
health care were those to whom one or more of 
these facts did not apply. Validity of the measure 
of level of health care was tested by correlation 
with whether or not respondents had said, in reply 
to an interview question which preceded questions 
about their own health care, that they thought regu- 
lar medical and/or dental checkups were advisable. 
The phi coefficient of correlation was .48, P<.01. 


was tested by the sign test.* In making this 
test, ties are discarded and only scores indi- 
cating differences are used. The frequencies 
of plus and minus scores for each condition 
were tested against the null hypothesis that - 
they would be equal in number. 


Interference with usual activities and re- 
cent onset were found to be significantly 
associated with the decision that a state of 
impaired health constituted an illness. Am- 
biguity was not found to have a significant 
effect. These findings were retested holding 
each condition constant and rescoring each 
respondent’s replies to the items. The results 
were the same as those previously obtained; 
recent onset was found to have a significant 
effect on judgment that a health problem 
was an illness within each of the other two 
conditions, as was interference with usual 
activities, while ambiguity had no signifi- 
cant effect. (See Table 2.) 


TABLE 2 
Judgments of 60 Persons Regarding Various 
Health Conditions as Illness 


Condition— 0 Total 


Interferes with usual 

usual activities} 6 60 
Recent onsett 8 60 
Ambiguous§ 14 60 


yEffect of condition on judgment is significant—P 
<.01. One-tailed test of significance of difference— 
see reference 3. 


{Difference is significant—P < .01 
§Difference not significant. 


3. Sidney Siegel, Nonparametric Statistics for the 
Behavioral Sciences (New York: McGraw-Hill Book 
Co., Inc., 1956), pp. 68-75. The scoring procedure 
is the equivalent of making a series of pair com- 
parisons. The eight items can be grouped into three 
sets of four different pairs, the members of a pair 
being alike except for the presence or absence of 
one of the conditions and all pairs in a set varying 
in relation to the same condition. Each pair can be 
scored plus if the item in which the condition is pres- 
ent is judged illness while the other item is not, 
minus if the reverse is true, and zero if both or 
neither item is considered illness. A respondent’s 
score for the set would be plus if there were more 
plus scores than minus scores for the pairs, minus 
if the reverse were true, and zero if there were an 
equal number of plus and minus pair scores, or if 
all pair scores were zero. 


ANALYSIS OF DATA 


These findings suggest that, to middle 
class Americans, to be ill means to have an 
ailment of recent origin which interferes 
with one’s usual activities. This idea may be 
an example of cultural lag, since the idea 
seems more appropriate to an earlier period 
when infectious diseases with obvious symp- 
toms were a bigger threat to life than they 
are today. 

At present, chronic illnesses such as heart 
trouble and cancer are becoming more com- 
mon, and in their early stages, at least, their 
symptoms may persist without getting worse 
and may not interfere with usual activities. 
In such cases, this conception of illness could 
cause delay in seeking treatment. However, 
the best plan for motivating the public to 
seek early treatment is by no means gen- 
erally agreed upon among people in the 
health professions, nor is there general 
agreement about the value of preventive 
health examinations for adults. _ 

Cultural lag could explain the origin of 
the idea that an illness is an ailment of re- 
cent onset which interferes with usual ac- 
tivities but could not account for its per- 
sistence. Further study is needed to discover 
the social and psychological functions of the 
idea. One social function of this idea may 
be that it is a normative sanction for taking 
on the role of patient, since it gives laymen 
a basis on which to decide whether they 
need the services of a doctor. Psychologi- 
cally it may be a protection against irra- 
tional fears about health, since the idea 


serves to distinguish health problems which 


are not illness from those which are, and 
presumably the former offer less grounds 
for worry about their consequences than 
do the latter. 

Alternative explanations of the judgments 
respondents made were explored and reject- 
ed by item correlations and cross-tabulations. 
The alternative explanations investigated 
were sex of the person described, severity 
of pain, other kinds of symptoms present, 
parts of the body affected, and order of 
presentation of items. 

Chi-square tests were made of each of 
the three sets of scores for differences asso- 
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ciated with age, sex, education, occupation, 
level of health care, and amount of knowl- 
edge about health. A significant difference 


‘was found between respondents with high 


and those with low levels of health care in 
regard to their scores on interference with 
usual activities.t Those with a high level of 
health care had a disproportionate number 
of plus scores, and those with a low level 
of health care had a disproportionate num- 
ber of zero and minus scores. 

This finding suggests that interference 
with usual activities may be the most im- 
portant condition associated in the layman’s 
mind with illness, since respondents who 
give more attention to their health, that is, 
who have a higher level of health care, were 
particularly likely to equate illness with in- 
terference with usual activities. 


_ Advice About Health Care 


Respondents had been asked what they 
thought the persons depicted in the eight 
items should do about their health problems. 
Their recommendations took the form of 
advice to see a doctor, either at once or 
after a delay to see if the problem would 
clear up by itself, or if some home remedy 
would cure it; to try a home remedy with 
no other step advised; to do nothing because 
nothing could be done; or to do nothing be- 
cause nothing needed to be done. The range 
of times that respondents advised seeing a 
doctor was from one to eight. No significant 
differences in the number of times this was 
advised were found to be associated with 
age, sex, education, occupation, level of 
health care, or amount of knowledge about 
health. 

Whether or not a respondent considered 
a health problem to be illness had a strong 
relationship to the kind of advice he offered 
about it. Eighty-one per cent of the opinions 
that a health problem was illness were fol- 
lowed by advice to see a doctor, and another 
thirteen per cent were accompanied by ad- 
vice to wait a bit and then see a doctor if 
time or a home remedy did not cure the ail- 
ment. Advice to see a doctor was given in 
only fifty-four per cent of the instances in 


4. Chi square = 6.768; P< .05. 
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which respondents thought a health prob- 
lem was not illness. . 

The association of the decision that a 
health problem is an illness with the recom- 
mendation to see a doctor lends support to 
the previous suggestion that the idea of 
what constitutes a state of illness which has 
been described in this study functions as a 
normative sanction for taking on the role 
of patient. Study is needed of physicians’ 
ideas about the circumstances under which 
it is advisable for people to seek medical 
care. The roles of doctor and patient are 
complementary, and it would be most un- 
usual if ideas on role behavior held by pa- 
tients were not interlocked with and rein- 
forced by expectations of patients which are 
held by doctors. 

The advice which respondents gave about 
health problems which they considered ill- 
ness was further analyzed in order to inves- 
tigate the relationships between recent on- 
set, interference with usual activities, and 
ambiguity and the frequency with which 
respondents recommended seeing a doctor. 
The same kind of analysis was made of ad- 
vice about health problems which the re- 
spondents did not consider to be illness. 

To illustrate the scoring procedure in 
making these comparisons, the per cent of 
items describing recent health problems 
which a respondent regarded as illness and 
the per cent of recommendations to see a 
doctor in these instances were noted. The 
per cent of recommendation to see a doctor 
in these instances was compared with the 
per cent of times that the respondent advised 
seeing a doctor for the treatment of con- 
ditions characterizing health problems. of 
long duration which he considered illness. 
If the former per cent exceeded the latter, 
he was given a score of plus. If the latter 
was larger, he was given a score of minus. 
Ties were represented by zero. The per cent 
of plus and minus scores was tested by the 
null hypothesis that they would be equal. 
The same process was followed to score ad- 
vice about health problems which they did 
not consider as illness. 

The respondents were more likely to ad- 


vise a doctor for ambiguous health problems ~ 


which they considered illness than for un- 


ambiguous health problems they judged to 
be illness. In this comparison, there were 
28 plus responses: that is, 28 out of the 60 
persons would be more likely to advise see- 
ing a doctor for the former than for the 
latter set of health problems. In the same 
comparison, there were 8 minus and 24 zero 
responses: that is, 8 respondents believed 
the person with the latter condition was 
more in need of the doctor, and 24 did not 
make a difference in the two conditions.® 

The respondents were less likely to advise 
seeing a doctor for the treatment of health 
problems of recent onset which they did not 
consider illnesses than for health problems 
of long duration which they did not think 
were illnesses. In this comparison, only 7 
persons—there were 7 plus responses— 
thought it more advisable to see a doctor 
for the former set of health problems, while 
36 persons—there were 36 minus responses 
—thought it more important to see a doctor 
for the latter set, and there were 17 ties.® 

No significant differences were found 
when respondents were compared on the 
basis of age, sex, education, occupation, level 
of health care, or amount of knowledge 
about health. 

The finding about advice given for am- 
biguous illnesses may be due to the fact 
that, if people find it hard to identify an 
illness, they will feel uncertain of its length 
and outcome, and this uncertainty gives an 
added incentive to consulting a doctor. The 
finding that advice to see a doctor was more 
often given for health problems of long du- 
ration which were not considered illness than | 
for problems of recent onset suggests that 
respondents have a standard for judging 
how long it should take for ailments to clear 
up by themselves. 


SUMMARY 


The kind of health problem which re- 
spondents considered to be illness were those 
of recent onset which interfered with usual 
activities. People with a high level of health 
care were more sensitive to the condition 


5. Two-tailed test, P<.01. 
6. Two-tailed test, P<.01. 
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of interference with usual activities than 
were people with a low level of health care, 
which suggests that this condition is the 
most important one associated in the lay- 
man’s mind with illness. 

Judgment as to whether or not a health 
problem was illness had a bearing on what 
respondents thought it was wise to do, since 
they very often advised seeing a doctor 
about a health problem which they consid- 
ered illness and less often gave this advice 
about health problems which they did not 
regard as. illness. They were particularly 
likely to advise seeing a doctor about an ill- 
ness if it was ambiguous, that is, hard to 


identify, and were particularly likely to ad- — 


vise seeing a doctor about a health problem 
which they did not think was illness if the 
problem had been present for some time. 
This study has presented evidence that, 
whatever the number of correct health facts 
which the participants knew, and regardless 
of their age, sex, educational or occupational 
level within the middle class, there were 
some important non-medical characteristics 
of the kind of health problem which they 
considered to. be illness. Once illness was 
judged to be present, most people thought 


it advisable to see a doctor, either at once 
or after a delay. However, when the health 
problem was not judged to be illness, many 
thought it all right to do nothing or to try 
some home remedy. 

Much emphasis is given today in public 
health to early diagnosis and treatment of 
health problems, particularly by means of 
preventive health examinations. However, 
many of the people interviewed think that 
the time to see a doctor is when you yourself 
think you are sick, and not before. 

The greatest problem arising from these 
lay views about the circumstances which 
warrant seeing a doctor is probably in the 
care of chronic diseases such as heart trou- 
ble and cancer. Chronic diseases are increas- 
ingly common, and they often have a slow 
and insidious onset. The symptoms tend to 
persist and do not always limit activity. 
Consequently, they may not provide much 
impetus toward seeing a doctor, and yet 
early diagnosis and treatment are often es- 
sential to cure or to the prevention of ir- 
reversible damage. This poses a problem in 
health education which is well known. This 
study has described some of the reasons why 
the problem exists. 


JOURNAL OF HEALTH AND HUMAN BEHAVIOR 


ABSTRACTS* 


Abstracts in This Issue 


. Volkart: Man, Disease, and the Social 
Environment. 

. Ben-David: Roles and Innovations in 
Medicine. 

. Rimlinger: Health Care of the Aged— 
Who Pays the Bills? 

. Sewell and Haller: Factors in the Re- 
lationship between Social Status and the 
Personality of the Child. 

. Adair: The Indian Health Worker in 
the Cornell-Navaho Project. 

. Breen and Spaeth: Age and Productiv- 
ity Among Workers in Four Chicago 
Companies. 

. Vandenberg: Medical Diagnosis by Com- 
puter: Recent Attempts and Outlook for 
the Future. 

. Freeman and Simmons: Social Class and 
Posthospital Performance Levels. 

. Enochs: A Mass Attack on a Basic Prob- 
lem: A Child Nutrition Project in Latin 
America. 

. Botein: Impartial Medical Testimony. 

. Wells and Wolfe: Electrographic Evi- 
dence of Impaired Brain Function in 
Chronically Anxious Patients. 

. Dement: The Effect of Dream Depri- 
vation. 

. Martin, Lundy, and Lewin: Verbal and 
GSR Responses in Experimental Inter- 
views as a Function of Three Degrees 
of “Therapist Communications.” 

. Couch and Sheader: Health Education 
Preparation of Elementary Teachers in 
Illinois. 

. Crouch and Kenistan: Yeasayers and 
Naysayers: Agreeing Response Set as 
a Personality Variable. 


*Abstracts by authors of articles appear- 
ing in professional journals in any field of 
health human behavior or in any magazine 
of the social sciences relating to health and 
human behavior are requested. Please include 
a copy of the original article. Each will be 
given consideration for possible use in future 
issues of the JOURNAL OF HEALTH AND 
HUMAN BEHAVIOR. 


16. Beecher: Increased Stress and Effec- 
tiveness of Placebos and “Active” Drugs. 

17. Gardner, Licklider, and Weisz: Suppres- 
ston of Pain by Sound. 

18. Harsh: Critical Needs in Human De 
velopment. 

19. Wayne: The Psychiatric Problems of 
the Elderly Patient. 

20. Barba: The Pediatrician’s Role in the 
Family. 

21. Robinault: Professional Education: A 
Rehabilitation Center Responsibility. 


Edmund H. Volkart (Stanford University), 


“Man, Disease, and the Social Environment,” 
Stanford Medical Bulletin, 18 (1960), 29-33. 
This paper, given at the dedication of 
the Stanford Medical Center, September 18, 
1959, stresses the role of the social environ- 
ment in the health of individuals. One an- 
swer, given to the question as to the func- 
tion of the social scientist in the medical set- 
ting, is to recall that “both medicine and 
the social sciences are concerned, funda- 
mentally, with man and his behavior; but 
that they have, for the most part, taken 
quite separate paths. During the past 100 
years, in the medical part of the academic 
and scientific community, man has been in- 
vestigated primarily on a molecular level, 
as a bio-chemical system interacting with 
a physical environment. The epitome of this 
approach is found in the disciplines of anat-. 
omy, physiology, biochemistry and microbi- 
ology... .” 
“Meanwhile, during these same 100 years 
in another part of the academic and scien- 
tific community, man has been studied from 
another perspective: one which sees him 
born into, developing within, and reacting 
to, a social environment.” Thus the medical 
sciences have specialized in the “internal” 
environment and that part of the “external” 
environment of concern to the microbiolo- 
gist and bacteriologist. The social sciences 
have specialized in the external social en- 
vironment. Ali have been concerned with 
man, but they selected different problems 
initially, and they have emphasized differ- 
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ent environments and different levels of 
behavior. Volkart suggests that under these 
circumstances it is understandable that all 
the human sciences have overlooked one fun- 
damental consideration: the state of man, 
whether in health or illness, is a total func- 
tion of interaction between the internal en- 
’ vironment, the external physical environ- 
ment, and the social environment. 

To clarify his meaning of social environ- 
ment, the writer states that it includes the 
entire range of social facts which are ex- 
ternal to individuals and which are capable 
of exercising constraint upon them. “It is a 
complex environment, consisting, among 
other things, of: (1) the density and compo- 
sition of various populations, conceived as 
communities, ethnic and racial groups, and 
social classes; (2) the organized human 
groups of which individuals are members, 
ranging from families, schools, and factories 
to nation-states; (3) the socially defined 
roles embedded in such groups, including, 
for example, age and sex roles, and occupa- 
tional and familial roles; (4) the shared 
symbols, values, laws, and norms which guide 
the behavior of individuals in groups, and 
which the anthropologists refer to as ‘cul- 
ture;’ and (5) the technologies and material 
apparatus available to different groups in 
various times and places.” From a social 
science viewpoint, therefore, man is more 
than a mere biological organism interacting 
only with a physical environment. He inter- 
acts with his fellow men, and takes their feel- 
ings, status, and expectations into account 
in his own behavior. 

The author cites several significant re- 
search projects which have indicated the im- 
portance of the: social environment to the 
health of human populations including 
changing incidences of peptic ulcers iri males 
and females in Western Europe, Scandinavia 
and the English speaking nations, intensive 
studies of the healthiest and unhealthiest 
women employees of a large industrial or- 
ganization, and a study conducted in the 
Eastern Health District of Baltimore of 63 
families on the basis of an index child that 
had had more than 3 illnesses during the 
preceding year. 

Though there remain many problems of 


understanding and difficulties in medical- 
social science cooperation, the social sciences 
have many potential points of contact with 
medicine: in research, in education, in 
patient-care, and in preventive medicine. 
Their role is not to supplant scientific medi- 
cine as we know it today, but merely to sup- 
plement it—to add another dimension that 
may deepen our understanding of the human. 
situation and the forces that make for health 
or disease. C.W.A. 


2. 


Joseph Ben-David (Hebrew University, Je- 
rusalem, Israel), “Roles and Innovations in 
Medicine,” The American Journal of Sociolo- 
gy, 65 (1960), 557-568. 


In this paper, the author investigates the 
characteristics of the discoverers and innova- 
tors in biochemistry and psychoanalysis. The 
pioneers in scientific research in these fields 
were engaged in other occupations, and 
undertook their investigations to solve prob- 
lems which they had encountered in their 


professions. They were marginal men or 


“role hybrids” who sought answers to the 
questions which science could not answer at 
that time in history. 

When scientific research developed into a 
separate profession, the process of discovery 
was accelerated. Science turned from “an un- 
predictable process into a tool which can be 
applied to practical purposes.” - 

Considering the proposition that profes- 
sionalism of scientific research may ultimate- 
ly endanger its revolutionary character, the 
author first seeks to define and analyze the 
roles of persons engaged in research in a 
certain field; then, the innovations produced 
by these persons are considered. This rela- 
tionship is investigated in the field of medi- 
cine, wherein the roles of the career scientist 
and the medical practitioner may be differ- 
entiated. 

The author stresses that, ideally, “pro- 
fessionalization of research does not in itself 
decrease the chances of innovations by out- 
siders.” In theory, it should increase the 
chances of outsiders as there are more oppor- 
tunities for role hybridization in the more 
differentiated fields. In practice, however, 
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the differentiation and professionalization of 
scientific roles may endanger the status of 
scientists engaged in marginal innovations. 

This medical “professionalism,” which in- 
tegrates the medical sciences and research, 
may have its parallels in other fields which 
gain their innovations from similar sources. 

Henrietta Gerstel 


3. 


Gaston V. Rimlinger (Princeton University), 
“Health Care of the Aged—Who Pays the 
Bills?” Harvard Business Review, 38 (1960), 
208-216. 


Professor Rimlinger discusses various as- 
pects of the difficult problem of payments 
for medical care for those over 65 years old. 

According to recent estimates about 40 
per cent of the group 65 years old possess 
some form of hospitalization. A 1957 survey 
of aged Social Security recipients shows that 
among couples with incomes of $5,000, or 
over, 66.5 per cent of the husbands and 70.1 
per cent of the wives possessed hospitaliza- 
tion insurance, while among those with in- 
comes less than $1,200 only 20 per cent had 
hospitalization insurance. 

A study made by The Bureau of Admin- 

istration of the University of California in- 
dicates that many are dependent upon free 
services of physicians and voluntary hos- 
pitals and that much still needs to be done 
to provide care. 
- Pension plans and social security for aged 
citizens under private and federal plans are 
insufficient to support retired persons when 
illness occurs. Advances in medical science 
combined with a rise in the standard of liv- 
ing are responsible. The number over 65 
years old rose from just over 3 million in 
1900 to over 15 million in 1959. It is expect- 
ed to surpass 21 million by 1975. The 1957 
survey of Social Security beneficiaries shows 
that only 14.4 per cent of married couples 
and 9.2 per cent single beneficiaries had 
some of their medical costs met by insur- 
ance. Of the couples without coverage, 85.5 
per cent were also without assistance for the 
payment of their medical bills either from 
welfare or relatives. Of the couples with in- 
surance, 89.6 per cent were without financial 
help. 


A large majority of people lose their pro- 
tection on retirement. In less than one-half of 
the health and welfare plans the employer 
covered the entire premium of the retired 
worker, and in about one-third of the plans 
he covered the entire premium cost of the 
retiree’s dependents. In about one-fifth of the 
plans the cost was shared. However, those ~ 
retiring without coverage had the advantage 
of group rate participation. 

A comparison of the 1951 and the 1957 
surveys of the aged receiving Social Security 
benefits shows that during this time volun- 
tary coverage rose from 23 per cent to 43 per 
cent. The availability of the insurance as well 
as ability to pay are important factors. 

The problem extends beyond employment 
relationships. The author states that these 
questions relative to medical care of the aged 
no longer are the concern only of manage- 
ment. They arise at the management-labor 
bargaining table and often are part of union 
demands. 


In 1958 lack of employment and forced or 
voluntary retirement accounted for one in 
every 5 persons over 65 who had any income. 


Aged persons drawing benefits from Social 
Security and related programs increased 20.2 
per cent to 68.2 per cent between 1948 and 
1958. In 1957 there were 8.8 million aged 
with incomes less than $1,000. The U. S. 
National Health Survey for 1957-1958 
showed that illness and disability were twice 
as high as for the entire population. The 
number of days per 1,000 persons spent in 
short-stay hospitals was nearly twice as high ° 
as for the average population. The same group 
saw physicians 6.8 times per year against the 


_ average 4.8 for all ages. The employed aged 


loses twice as many working ‘days as the 
average worker. A sample study of aged 
recipients of Social Security in 1957 shows 
6.6 per cent of the couples had medical ex- 
penses of $1,000 or more. Government at 
all levels is already paying a substantial 
share of the medical bills. During the last 
ten years fringe benefits have been increased 
to take care of the retired aged, and in some 
contracts the dependents. 


The author states that the controversy is 
whether health benefits for retired workers 


should be made compulsory or kept on a 
voluntary basis. In the latter, both manage- 
ment and employees would contribute under 
a voluntary system, determining the alloca- 
tion of each. The author also states that it 
seems inevitable that industry will be called 
upon to increase greatly its share of the 
financial responsibility of medical care for 
aged persons. M.L.B. 


4, 


William H. Sewell and A. O. Haller (Uni- 
versity of Wisconsin and Michigan State 
University), “Factors in the Relationship 
Between Social Status and the Personality 
of the Child,” American Sociological Review, 
24 (1959), 511-520. 


The writers state in an earlier paper that 
a study which they conducted showed sig- 
nificant relationships between social status 
and measured personality adjustment of 
school children. 

The authors explore the nature of the re- 
lationship through further examination of 
such data as parental occupation, education, 
the family’s status in the community and 
analysis of personality test items. 

The research was based on sampling of 


1,462 children in grades 4-8, living in an 


area characterized by a fairly wide range 
of social status levels. The California Test 
of Personality—Elementary Form A _ was 
given to the children as part of the pro- 
cedure. Factor analysis of the results of all 
data, according to the authors, pointed out 
four interrelated factors which seem to ac- 
count for most of the relationship between 
social status and personality. test scores. 


_ They believe that there are implications for 


theory and research in the area of social 
structure and personality. 


The intercorrelation among factors and 
their correlation with social status permit 
the tentative inference that it is generally 
the lower status child in the supposedly mid- 
dle class school environment who is most 
likely concerned about the social status of 
his family in the community. He is most 
likely to be anxious about his ability to per- 
form up to school expectations. He is most 


ABSTRACTS 


229 


likely to reject his family and environment 
and to exhibit nervous behavior. 

The authors state that some children who 
are striving for upward social mobility, meet- 
ing a great deal of frustration show greater 


‘anxieties than their status peers and those 


from middle and higher status levels who’ 
are not experiencing frustration in attaining 


goals. 


The authors offer a word of caution, how- 
ever, concerning the analysis and interpreta- 
tion of the results. M.L.B. 


5. 


John Adair (Cornell University Medical Col- 
lege), “The Indian Health Worker in the 
Cornell-Navaho Project,” Human Organiza- 
tion, 19 (1950), 59-64. 


Much has been written about the marginal 
identity of American Indians educated in 
the white world and the difficulties they face 
living in either Indian or white society. In 
this paper, however, the writer describes 
how the acculturated bilinguals, working as 
health visitors, became “. . . highly valued 
by their society (Navaho) and the innovat- 
ing society (medical personnel of the proj- 
ect) just because they do ‘live between two 
worlds,’ because they share the values of 
both societies, speak both languages and 
model their behavior on two reference 
groups.” 

The Cornell-Navaho Project was estab- 
lished at Many Farms, Arizona in 1956 with 
four major objectives: “1) to define the 
proper concerns of a health project among 
a people such as the Navaho; 2) to find ways 
to adapt modern medicine for delivery and 
acceptance across a formidable cultural and 
linguistic barrier without compromising es- 
sential medical standards in the process; 3) 
to study changing attitudes and behavior of 
the Navaho people with respect to their own 
traditional medicine and scientific medicine; 
and 4) to see if information of importance 


with respect to environment and disease in 


their present-day society can be obtained 
from a study of people who are emerging 
from a relative primitive society into a rural 
United States today.” 

One of the major purposes of the project 
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was that of developing valid procedures 
whereby tuberculosis therapy could be 
achieved on a home-treatment basis before 
the disease became advanced. Furthermore, 
treatment in the hogan—the traditional lo- 
cale for native curing procedures—made 
possible the continuation of native curing 
practices needed for psychological and re- 
ligious support concurrently with chemo- 


therapy. To achieve this, it was believed | 


desirable to have home treatment in tuber- 
culosis control administered with as little 
cultural conflict as possible. The.Navaho who 
had lived in white society fitted this require- 
ment, since he could be trained to understand 
the reasons for medical .procedures, and 
could translate white medical requirements 
into terms meaningful to the Navaho people. 

Specifically, the health visitors, after care- 
ful training, rendered medication when 
needed in the hogan under close general 
supervision of the white doctors and public 
health nurses, and generally only after ear- 
lier clinic examination of the patient. Com- 
monly, however, the health visitor went to 
the Navaho home alone. The supervision con- 
sisted of regular communication with his 
supervising public health nurse and precise 
limitations on what he was permitted to do. 
An innovation considered of major value was 
the use of a radio-telephone in each truck 
used by a health visitor, so that immediate 
communication with the medical personnel 
could be achieved when problems arose. 
R.H.T. 


6. 


Leonard Z. Breen and Joe L. Spaeth (Purdue 
University and National Opinion Research 
Center), “Age and Productivity Among 
Workers in Four Chicago Companies,” Jowr- 
nal of Gerontology, 15 (1960), 68-71. 


This paper reports on the sociological 
aspects of a larger interdisciplinary study, 
“Criteria of Aging and Objective Determin- 
ants of Retirement,’ sponsored by the Na- 
tional Institute of Mental Health. The re- 
search design involved selecting a sample 
of matched pairs of white male workers in 
each of four Chicago companies, with one 
member of each pair in the age-group 40-45 


and one in the age-group 60-65. Matching 
was done in terms of place of work, occupa- 
tion, and, where available, marital status, 
ethnicity, and education. All workers in the 
sample had been on measured incentive pro- 
duction work for a minimum of one year. 
Relative production of each worker was 
determined by computing the ratio of base 
pay to total pay. This figure provided the 
base for an index of productivity for age- 
group and matched pair comparisons within 
each plant. In addition, tests of variability 
were made to determine whether the older 
men tended to work in spurts and lulls, or 
whether the younger men, because of less 


feeling of responsibility, were more erratic. 


No statistically significant differences 
were found between either the two age- 
groups or between the matched pairs. The 
tests of variability used indicated that 
neither alternative was the case. Variables 
not measured or controlled in the research 
included the possibility of special company 
policies in assignments of older workers, and 
the possible effect of working group norms 
in controlling output. However, such uncon- 
trolled variables were considered of only 
minor importance. 

The writers believe their data clearly in- 
dicate the independence of age and produc- 
tivity. “It is clear that chronological age is 
not related to productivity among these 
workers. Since similar findings have been 
reported previously (citations are given), 
this lack of relationship, as contrasted with 
a commonly expected inverse relationship, 
may be taken as well established.” R.H.T. 


Steven G. Vandenberg (Mental Health Re- 
search Institute, University of Michigan), 
“Medical Diagnosis by Computer: Recent 
Attempts and Outlook for the Future,” Be- 
havioral Science, 5 (1960), 170-175. 


The writer suggests that current attempts 
to use computers in medical research are of 
three major types: simulation, statistical 
analysis, and logical diagnosis. Illustrations 
of computer use in each area are given. 
Simulation is being used in vectorspatial 
electrocardiography and neurophysiology. 
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Statistical analysis is used in the correlation 
of bio-chemical, physiological and psychologi- 
cal variables with ward behavior, social his- 
tory, and psychiatric interview items of 
schizophrenic and other patients. With re- 
gard to logical diagnosis, the article indicates 
in some detail how “. . . symbolic logic, 
probability theory, and value theory can be 
used to formalize the diagnostic process suf- 
ficiently so that a computer program can 
be written which goes through this process 
step by step.” R.H.T. 


8. 


Howard E. Freeman and Ozzie G. Simmons 
(Harvard University), “Social Class and 
Posthospital Performance Levels,” American 
Sociological Review, 24 (1959), 345-352. 


The departure point of this paper is the 
thesis that the differential commitment of 
relatives to the dominant values of the so- 
ciety has consequences for the posthospital 
fate of the mental patient. The major hypo- 
thesis tested concerns the relationship be- 
tween patients’ posthospital performance and 
the class status of their families. In addition, 
the relationships between performance levels 
and three other variables which presumably 
reflect degree of commitment to the domin- 
ant values—namely, class self-identification, 
religion, and ethnic background—are in the 
predicted direction. The documented relation- 
ships are part of a series based on the propo- 
sition that tolerance of deviant behavior on 
the part of family members is a key factor 
affecting the course of a patient’s posthos- 
pital experience. AA 


Elisabeth Shirley Enochs (Chief of Inter- 
national Missions, International Service, 
Office of Commissioner of Social Security, 
Washington, D. C.), “A Mass Attack on a 
Basic Problem: A Child Nutrition Project 
in Latin America,” The Annals, 328 (1960), 
115-123. 


In 1958 and 1959, the Inter-American 
Children’s Institute of Montevideo, Uruguay, 
and the Unitarian Service Committee of the 
United States co-sponsored four Symposia 


on Child Nutrition in Latin America with 
the cooperation of Specialized Organizations 
of the United Nations, the Organization of 
American States, and the International Co- 
operation Administration. Each sponsor ap- 
pointed a team of experts, contributed by 
universities and governmental agencies, to 
conduct the symposia. The Williams-Water- 
man Fund helped to provide travel grants 
for three participants from each South 
American country. Different professions— 
medicine, agriculture, social work, education, 
anthropology, and so on—were represented. 
The multidisciplinary approach—new to the 
Latin Americans—proved effective in deal- 
ing with a multifaceted problem which has 
top priority in Latin America because of its 
serious effects on the general population, 
particularly children, and because it is recog- 
nized as a deterrent to economic development 
and productivity. AA 


10. 


Bernard Botein (Presiding Justice of the 
Appellate Division of the Supreme Court of 
New York, First Division) , “Impartial Medi- 
cal Testimony,” The Annals, 328 (1960), 


75-84. 


An impartial medical testimony program 
provides in essence for the establishment of 
panels of outstanding, neutral experts in 
each of the branches of traumatic medicine. 
Whenever the medical claims of the contend- 
ing parties in personal injury lawsuits seem 
irreconcilable, the court may designate a 
physician from the appropriate panel, who 
will report his findings to the judge and the 
respective attorneys, and possibly testify if 
the case goes to trial. The program, in con- 
ception and operation, has a two-fold pur- 
pose. It is an important factor in the never 
ending campaign to reduce court congestion 
and delays, although far from a cure-all for 
that problem. It is also a very effective 
in the pre-trial arsenal of measures designed 
to make a trial a fair and knowledgeable 
search for the truth. The impartial medical 
testimony program serves directly and indi- 
rectly to discourage the “battle of the ex- 
perts” in the courtroom, which often con- 
fuses lay jurors and judges, degrades the 
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judicial process, and stigmatizes two great 
professions. AA 


11. 


Charles E. Wells and Harold G. Wolfe (New 
York Hospital-Cornell Medical Center), 
“Electrographic Evidence of Impaired Brain 
Function in Chronically Anxious Patients,” 
Science, 131 (1960), 1671-1672. 


Very little evidence has been obtained 
using electrophysical measurements that 
would indicate a defect in brain function 
during periods of anxiety. The purpose of 
this study was to discover if any differences 
exist in establishing a cerebral conditioned 
response in normal and anxious subjects. An 
auditory stimulus was paired with a light 
stimulus in the conditioning process. Elec- 
troencephalograms of a normal control group 
and an anxious group were compared for a 
rest period and for alpha blocking to the 
auditory stimulus. No differences in the 
resting EEG’s of the two groups were noted 
but there was a significant difference in the 


blocking of the alpha rhythm during the . 


cerebral conditioning trials. The mean num- 
ber of conditioned cerebral responses was 
significantly less in the anxious group than 
in the control group. Thus, in a so-called 
“functional” disorder in patients without 
evidence of gross structural neural abnor- 
malities, the electrical activity of the brain 
in cerebral conditioning is different from 
that of normals. E.S.B. 


12. 


William Dement (Mount Sinai Hospital, New 
York City), “The Effect of Dream Depriva- 
tion,” Science, 131 (1960), 705-707. 


This is a preliminary report of one phase 
of a long range research program aimed at 
studying dreaming. Prior studies had indi- 
cated that normally about 20 per cent of the 
total sleep time of an individual involves 
dreaming; it had also been noted that one’s 
dream cycle remained relatively invariant in 
terms of its night to night occurrence. The 
purpose of the current study was to try to 
determine what changes would occur if a 


person were deprived of the opportunity to 


dream. In the author’s words: ‘Would it be 
possible for human beings to continue func- 
tioning normally if their dream life were 
completely or partly suppressed?” The first 
attempts to interrupt dreaming were by 
using depressant drugs; this proved unsuc- 
cessful. The method that was finally used 
was awakening subjects immediately after 
they started dreaming. Since dreams are ac- 
companied by eye movements, subjects were 
monitored by EEG tracings and eye move- 
ment tracings in a room adjacent to the 
room in which they were sleeping. The pur- 
pose of this monitoring was to determine 
level of sleep and periods of dreaming. The 


study was well controlled; for example, the 


subjects “underwent a series of control 
awakenings—that is awakenings during non- 
dream periods” to make certain that the 
results obtained were not a function of being 
awakened per se. The results indicated that 
as the subjects’ dreams were interrupted, 
“there was a progressive increase in the 
number of attempts to dream.” Behavioral 
changes in the subjects were also noted dur- 
ing the period in which the dreams were 
being interrupted. Several subjects exhibited 
anxiety feelings and irritability; some sub- 
jects developed a marked increase in appe- 
tite. All of the behavioral changes disap- 
peared when they were allowed to dream 
again. The results were tentatively inter- 
preted as indicating “that a certain amount 
of dreaming each night is a necessity.” E.S.B. 


13. 


Barclay Martin, Richard M. Lundy and Mark 


H. Lewin (University of Wisconsin), “Ver- 
bal and GSR Responses in Experimental In- 
terviews as a Function of Three Degrees of 
‘Therapist Communication,’ ” Journal of Ab- 
normal and Social Psychology, 60 (1960), 
234-240. 


Subjects in experimental psychotherapy 
interviews frequently became involved in an 
approach-avoidance type conflict in trying 
to express therapeutically significant ma- 
terial. The purpose of the present study was 
to analyze “coming. to grips” with a thera- 
peutically important topic as a function of 
the feedback that the subject receives from 
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the therapist. The subjects for the present 
study were selected from a class in a course 
on the Psychology of Adjustment; they were 
selected on the basis of scores on an anxiety 
scale and interviews. Continuous tape re- 
cordings and GSR recordings were obtained 
for all subjects in all sessions. Three experi- 
mental conditions were used: (1) Tape re- 
corder group; subjects recorded their inter- 
views, but did not actively interact with a 
therapist; (2) Non-verbal group: subjects 
recorded their interviews in the presence of 
a therapist who responded with non-verbal 
gestures, nodding of head, et cetera; (38) 
Regular group: therapist responded to sub- 
jects as in a normal psychotherapy session. 
The regular group showed a tendency to in- 
crease the number of approaches to emotion- 


ally significant material over five sessions, 


while the tape recorder group decreased in 
their approaches; the non-verbal group was 
in between the other two. Through the first 
three sessions, the regular group showed an 
increase in anxiety as they approached a 
significant therapeutic material but in the 
last two sessions, they tended to show less 
and less of an increase in GSR level as they 
approached this type of material. The tape 
group showed a marked increase in GSR 
level within each session as they approached 


_ therapeutically significant material, even 


though they showed fewer approaches than 
the other two groups as the sessions pro- 
gressed. E.S.B. 


14. 


Gertrude B. Couch and Ray Anne Sheader 
(University of Illinois), “Health Education 
Preparation of Elementary Teachers in Illi- 
nois,’” The Journal of School Health, 30 
(1960), 175-181. 


Not only should the health teacher, school 
doctor and school nurse be concerned with 
the health of the school children but all 
teachers should be interested in the subject. 
A survey team for the state of Illinois found 
that knowledge as to the structure and func- 
tion of the body, personal hygiene, nutrition, 
mental hygiene, and the physiological aspects 
of child development is completely lacking 
in the curricula of between 10 per cent and 


20 per cent of the teacher education institu- 
tions surveyed. Other findings of this sur- 
vey were: all colleges provide at least some 
minimal preparation in health to prospective 
teachers. The institutions were dissatisfied 
with some of the aspects of pre-service health . 
preparation of their students. There exists 
no universal agreement as to any “core 
groups” of health courses or units of health 
in courses essential for teacher preparation. 
Although elementary teachers are expected 
to assume the major responsibility for health 
instruction in their classrooms only 26 per 
cent are given any student teaching experi- 
ence in this area. There exists a lack of 
opportunity for prospective teachers to take 
an active part in school health services. The 
result of this survey was to propose curricu- 
lar changes in pre-service education, grad- 
uate courses, and work shops offered by 
teacher education institutions. Further local 
and regional conferences to follow-up and 
implement state recommendations were 
urged. Frances Lipscomb 


15. 


Arthur Crouch and Kenneth Kenistan (Har- 
vard University), “Yeasayers and Naysay- 
ers: Agreeing Response Set as a Personality 
Variable,” Journal of Abnormal and Social 
Psychology, 60 (1960), 151-174. 


Many recent studies have emphasized the 
importance of “response sets” in- answering 
psychological test items; some subjects will 
tend to agree or disagree with test items 
regardless of the content of the items. The 
present study represents an attempt to an- 
alyze response set “as a personality vari- 
able.” The study was conducted in two parts: 
the first part involved the development of a 
measure of response set (Over-all Agree- 
ment Score—OAS) ; this measure was then 
correlated with certain well established 
psychometric questionnaires such as the Min- 
nesota Multiphasic Personality Inventory, 
noting the percentage of “true” responses 
on each subtest relative to the subtest’s cor- 
relation with the OAS: the second part of 
the study involved a study of the “yeasay- 
ers” and “naysayers” by structured inter- 
views and a sentence completion ‘test. 
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The correlates of the OAS suggested that 
the “yeasayers’” tended to be impulsive, 
anxious, and dependent among other char- 
acteristics. The “disagreeing tendency” was 
“defined by such scales as Ego Strength, Sta- 
bility, Responsibility, Tolerance, and Impulse 
Control.” The authors obtained results sug- 
gesting that response set can be controlled 
at its source by constructing scales with an 
even number of positive and negative items. 
The clinical study (second part of study) 
suggested a developmental basis for the re- 
sponse set tendency based on internalization 
of parental control. The “yeasayers” apar- 
ently do not internalize parental control and 
can act more on impulse while the egos of 
“naysayers” do internalize the controlling 
functions of the parents which results in self 
control. E.S.B. 


16. 


Henry K. Beecher (Harvard Medical School 
and Massachusetts General Hospital), “In- 
creased Stress and Effectiveness of Placebos 
and ‘Active’ Drugs,” Science, 132 (1960), 
91-92. 


The use of Placebos and drugs in experi- 
mental “stress” situations has posed many 
problems for it is possible that the subjects 
are aware of the artificial nature of the 
stress situation, and that this “awareness” 
could be a factor in determining the effec- 
' tiveness of the placebos, et cetera. 

The current experiment demonstrated that 
placebos are more effective in relieving path- 
ological pain than in relieving experimental 
pain. The author concludes that placebos and 
certain drugs, for example, morphine, are 
“more effective when stress is great than 
when stress is not so great.” The author also 
concludes that “certain drugs are effective 
in relieving visceral sensations only if an 
essential psychological state is present.” This 


study should be followed up with more ex- | 


periments because of the importance of the 
conclusions. E.S.B. 


17. 


Wallace J. Gardner (Cambridge, Mass.), 
J. C. R. Licklider and A. Z. Weisz (Bolt, 


Beranek and Newman, Inc., Cambridge, 
Mass.), “Suppression of Pain by Sound,” 
Science, 182 (1960), 32-33. 


This article is a survey report of the use 
of audio analgesia equipment by eight den- 
tists in the Boston area over a one-year pe- 
riod. One dentist reported that for 65 per 
cent of 1,000 patients who previously re- 
quired a local anesthetic in similar opera- 
tions, audio analgesia was fully effective. 

For 10 per cent it was less than adequate 
and for 25 per cent it was effective but 
evidently not fully effective. A total of over 
5,000 patients were studied by the eight den- 
tists with comparable results. The authors 
offer a neurological hypothesis to account 
for the suppression of pain by sound. The 
hypothesis involves the inhibiting character- 
istics of pain and auditory pathways in the 
reticular formation and lower thalamus. 
E.S.B. 


18. 


Richard Harsh (Assistant Director, Division 
of Research and Guidance, Los - Angeles 
County Superintendent of School Office), 
“Critical Needs in Human Development,” 
Journal of School Health, 30 (1960), 215-220. 


The author states that it is necessary to 
consider the total range and variety of hu- 
man needs rather than critical needs. How- 
ever, the article is concerned primarily with 
the needs of children. Individual needs dif- 
fer depending upon physical, social, and 
emotional requirements at various levels of 
the life span and the circumstances which 
surround the individual. The variety of needs 
in human development necessitates the un- 
derstanding of the causes of behavior in 
order to understand the behavior. 

The article does not attempt to set priori- 
ties but to provide a framework to perceive 
human behavior and to understand it in 
relationship to the needs of development. 
Growth is interrelated and proceeds in an 
orderly fashion. The way a child grows de- 
pends upon his physical make-up, his rela- 
tionship with parents, teachers, other sig- 
nificant adults and peers. Social tradition, 
customs, and approved behavior develop 
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some characteristics and inhibit others. Dif- 
ferentiation of human development takes 
place regardless of physical, educational, so- 
cial and cultural efforts to bring about 
similarity. All children are expected to ac- 
complish developmental tasks which may be 


physical, emotional, social or intellectual. 


These are established by our society, parents, 
and educational programs. 

The author reviews basic human needs. 
He points out the individual’s need for suc- 
cess and a familiar way of acting to provide 
a security-giving device as well as to stimu- 
late new learning and exploration. The de- 
velopment of values is facilitated when the 
basic needs are sufficiently well met so that 
human energies need not be used for defen- 
sive mechanisms. | 

The author suggests that a focal point for 
understanding and facilitating human de- 
velopment is the self-image. The self-image 
or the concept one has of one’s self deter- 
mines his ability to make constant adjust- 
ments in a satisfactory manner. Parents and 
educators should be concerned with the de- 
velopment of a sound self-image. The author 
suggests some approaches for achieving a 
satisfactory self-image. M.L.B. 


19. 


George J. Wayne (School of Medicine, Uni- 
versity of California at Los Angeles), “The 
Psychiatric Problems of the Elderly Pa- 
tient,” Mental Hygiene, 44 (1960), 257-268. 


This paper is an excellent introduction to 
the psychiatric problems of the aged. A brief 
summary of the changes in our culture en- 
ables one to see clearly what the author 
means when he states that “in the complex 
external environment in which we live today, 
the structures by which we function are in- 
creasingly assaulted, overtaxed, and often 
damaged.” Offsetting our advances in length- 
ening the life span by controlling and in 
some cases eliminating certain diseases, we 
find that our technological innovations pro- 
duce new toxic assaults such as smog and 
new psychological assaults in terms of addi- 
tional pressures and conflicts. 

The author discusses the psychiatric prob- 
lems of the geriatric patient, utilizing four 


categories of elderly persons; those who are: 
(1) physically and mentally well and robust 
(such individuals are not of direct concern 


-as problems, but are of interest as sources 


of information about healthy aging), (2) 
physically sick but psychologically well— . 
dealt with primarily by general practition- 
ers, internists and surgeons, (3) physically 
essentially well, but emotionally ill (the 
neuroses and psychoses of these people are 
basically the same as those of mentally ill 
people in any age group), and (4) physically 
sick and infirm and emotionally ill. The 
article centers its primary attention on cate- 
gories 3 and 4 as they are the elderly group 
with psychiatric problems. 

Drawing upon his experience with many 
elderly patients, Wayne delineates the prin- 
cipal psychiatric problems and, in addition, 
offers some excellent advice to individuals 
in a counseling situation who are constantly 
hearing the complaint: “What do we do with 
our aged parents? They cannot live alone, 
and they cannot live with us.” C.W.A. 


20. 


Philip S. Barba (University of Pennsylvania 
School of Medicine), “The Pediatrician’s 
Role in the Family,” Child Study, 37 (1960), 
3-8. 


As a specialized branch of medicine, in its 
early history, pediatrics related chiefly to 
physical matters. As the more devastating 
childhood diseases were conquered and the 
less serious brought under control, the em- 
phasis has shifted increasingly to the prob- 


_ lems of personality development and to the 


need for education on living with others and 
with oneself. The writer states that today 
pediatricians devote as much of their time 
to this educational role as they once did to 
combating disease alone. 

One of the problems, however, is that of 
the often conflicting views of the role of the 
pediatrician—by himself and by a family. If 
parents see only the need for treatment of 
disease, they will be unhappy with the phy- 
sician who attempts to talk about children’s 
feelings or to guide or change family cus- 
toms. The family seeking help with develop- 
mental problems will feel frustrated with a 
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doctor whose only concern is with physical 
disease. 

The writer states that basically the role 
of a pediatrician today has three main ele- 
ments: diagnosis, treatment and education. 
Diagnosis no longer is related to organic 
disease alone, but includes the individual, the 
family, the biological response to the general 
environment and the psychomental states of 
that individual in that environment. Treat- 
- ment means not only specific attack on or- 
ganic disease, immunization procedures, et 
cetera, but, when necessary and possible, it 
must also cover changing environmental fac- 
tors such as change of school, perhaps en- 
couraging one family to move into a new 
home, perhaps referring another to a family 
agency or other service that will help them 
to face or resolve marital difficulties. It may 
involve occupational therapy as well as sym- 
pathy. 

Barba believes that of the pediatrician’s 
three major tasks, education is probably the 
most important. Therefore, the child is only 
one of the persons with whom the doctor 
must be vitally interested and capable of 
helping. His primary focal point will be the 
family. The education of the physician, there- 
fore, must be such that he can counsel with 
parents, lead and guide children, as well as 
give the normal medical advice and treat- 
ment when the child is ill. With this ex- 
panded definition of the roles of the pedia- 

-trician, there come added responsibilities for 
adequate preparation to play these roles. 
C.W.A. 
21. 


Isabel P. Robinault (College of Physicians © 


and Surgeons, Columbia University and Di- 
rector of Professional Education, Institute 
for the Crippled and Disabled, New York), 
“Professional Education: A Rehabilitation 
Center Responsibility,” Rehabilitation Lit- 
erature, 21 (1960), 174-180. 


Rehabilitation services must keep pace 
with the demands of a population that is 
increasing, growing older, and experiencing 


greater numbers of accidents caused by tech- 
nological hazards. Recognizing this, the fed- 
eral government is committed to expanding 
services, research, and training. Rehabilita- 
tion centers with their vast resources for 
practical training have much to contribute 
to this effort. At the Institute for the Crip- 
pled and Disabled, a vocationally oriented re- 
habilitation center, professional education is 
an integral part of a three-fold responsibil- 
ity: service to the client, research for im- 
proved methods, and teaching to meet the 
qualitative and quantitative personnel needs. 
_ A question most pertinent to educators is: 
Should rehabilitation be taught as an iso- 
lated subject, or are there any general prin- 
ciples of rehabilitation that may permeate 
the information of all disciplines? The writer 
cites the reports concerning this question by 
three institutes of professional personnel 
who are working and teaching in fields re- 
lated to rehabilitation throughout the nation. 
The consensus was that rehabilitation is not 
the sole province of any one profession or of 
an isolated splinter group. The tenets of re- 
habilitation are principles and assumptions 
underlying all areas of restorative service. 
After citing a digest of rehabilitation prin- 
ciples enumerated at the Princeton Institute, 
the author states that “these principles of 
rehabilitation content call for a collaboration 
of interprofessional functioning and inter- 
disciplinary training. The combined teaching 
efforts of a university and a rehabilitation 
center are needed to satisfy these comprehen- 
sive didactic requirements. For example, the 
university provides the professional worker 
with the specialized knowledge and skill of 
his own field; the rehabilitation center 
teaches the professional worker to communi- 
cate and integrate his skill with that of other 
professionals toward client-centered goals.” 

A rather complete discussion is given of 
the teaching and training program at the 
Institute for the Crippled and Disabled. The 
program is operated in collaboration with 
several universities in the New York City 
area. C.W.A. 
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REVIEW ARTICLE AND BOOK REVIEWS 


EDITOR’S NOTE: On occasion, it may be worth while to present papers that have 
been published previously in the proceedings of conferences or institutes as part of a sym- 
posium, but which should be given additional circulation across the lines of related disci- 
plines. Such is the case with reference to Dr Samuel Gertman’s paper on the physician’s 
view of the psychosocial health of the aged. We call it a “review article” because it rep- 
resents the symposium of which it was a part on: SOCIETY AND THE HEALTH OF 
OLDER PEOPLE, as reported for the Ninth Annual Conference on Gerontology held at 
the University of Florida on March 19-20, 1959. Irving Webber edited the symposium 
report. 
It is republished here with the permission of the author, of the Institute, and of 
the University of Florida Press. We are grateful to them for the privilege of including it 
in the same issue of the Journal with Professor Parsons’ National Health Council paper, 
“Toward a Healthy Maturity.” 


‘THE PHYSICIAN VIEWS THE 
PSYCHOSOCIAL HEALTH OF THE AGED 


Samuel Gertman, M.D. 


The medical profession has only recently 
begun to expand its horizon beyond the nar- 
row confines of the physical aspects of the 
human body. First it probed into the mind 
that inhabits this body, and. now it is be- 
ginning to take a good look at the environ- 
ment in which this body functions. Just as 
we have become aware of psychosomatic and 
somatopsychic problems, we are now begin- 
ning to expand our interest to the effect of 
illness upon society and the role of society 
in contributing to illness. 

As a result, concepts of the scope of re- 
sponsibility of the physician are changing. 
Dr. W. G. Smillie, Professor of Preventive 
Medicine at Cornell University, has stated: 


The function of medical care is to aid 
the individual to live his life within his per- 
sonal limitations for the greatest possible 
degree of happiness, comfort and satisfac- 
tion, to enable him to understand his own 
imitations, and to learn to live with him- 
self, with his family and with his country. 


Not all present-day physicians are willing 
‘o aspire to this goal. For many this doc- 


1. W. G. Smillie, “Multiple Screening,’ American 
Journal of Public Health, 47 (1952), 258. 


Director, Geriatric Clinic, 
School of Medicine, University of Miami 


trine is beyond the proper role of the physi- 
cian. As a result, concepts of “total care,” 
such as in rehabilitation and comprehensive 
medicine, have made slow progress in our 
teaching and treatment programs. 

For example, one of the fine teaching hos- 
pitals in Miami recently had a conference 
on “The Management of Breast Tumors.” 
The panel consisted of a surgeon, a radiolo- 
gist, an endocrinologist, and a pathologist. 
This, of course, constituted an excellent team 
to deal with the tumor discussion. But some 
of us would have been interested in expand- 
ing the scope of the conference. For often 
when the tumor is dealt with, successfully 
or unsuccessfully, there still remain a host 
of health problems in living for the patient, 
her family, and her physician. 


The mental trauma of physical mutilation, 
the disruption of the family by the serious 
illness of the mother, the problem of nurs- 
ing care, the additional financial burdens, 
and the feedback of the family anxiety upon 
the patient, all become very practical prob- 
lems which relate in some manner to the 
work of the physician. 


Perhaps it would have been of more value 
to the audience of internists and general 
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practitioners to have heard from a psychia- 
trist, a social worker, a visiting nurse, and 
a priest. 

It is my belief that the application of the 
principles of sociology and social work to 
medical theory and practice will result in 
significant contributions to medical prac- 
tice as have already been made by psychology 
and psychiatry. It is then that we may be- 
gin to reach the kind of goal Dr. Smillie 
has set forth as the proper function of medi- 
cal care. 


BASIC CONCEPTS 


Having established the physician’s right 


and obligation to be interested in the psy- 
chosocial aspects of health, we will next de- 
velop the basic concepts pertinent to our 
topic, that is, who is “old,” what is “health,” 
and just how does “psychosocial” interplay 
with health concepts. 

Aged, sick, old—The words “aged,” “sick,” 
and “old” have become almost synonymous 
in a stereotype that society has created about 
the aged. 


One day, while examining a patient, I 
asked her why she had selected me as her 
physician. She said, “Because you are inter- 
ested in old people.” “But after all, you are 
only 52,” I replied, “and we don’t consider 
that old today.” “That’s true,” she said, “but 
I feel old.” Then I asked her, “How do you 
. think an old person ought to feel?” Her re- 
ply, after a moment of deep thought was, 
“I guess old people ought to feel well.” I 
agreed and told her, ““What you feel is sick- 
ness and sickness at any age is not good.” 


We who are interested in the aged should 
begin to clarify our terminology. In our 
clinic at the University of Miami we have 
arbitrarily reserved the use of the word 
“aged” to mean one who has passed his 
sixty-fifth birthday. It is a concept made 
useful by social security, retirement pro- 
grams, and other factors. It represents a 
successful accomplishment, not something to 
bemoan. 

One can be aged and sick, or aged and 
not sick. We define sickness as a state where 
one is not functioning well because of being 
ill, unwell, or ailing. All aged people vary 
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physically in some manner from the young 
adult who is our accepted norm. These dis- 
orders, although they may limit the patient’s 
ability to function, do not necessarily carry 
along with them a concept of being unwell. 
The young man who has lost his arm has a 
more limited ability to function than before 
he lost his arm, but he is not ill. The same 
is true for the aged because we know that 
as one ages, there is an increased inability 
to produce energy in various stress situa- 
tions. 

This concept should not be frightening, 
for actually we have always accepted the 
concept of limitations on our physical capaci- 
ties. One can work only so many hours a 
day, or run only so far or so fast. 

It is true that some 15 per cent of people 
at age 80 are chronically ill, as compared to 
2 per cent of those at age 20. But on the 
other hand, 85 per cent of the aged are not 
chronically ill, as compared to 98 per cent 
of the young. Therefore we ought to get rid 
of the stereotyped concept that being aged 
means being sick. 

In our lexicon, the word “old” has the 
connotation of being worthless, useless, 
ready to be junked or discarded, and being 
unwanted. As you can see, this is not a 
chronological or physiological concept, but 
a psychological one. It can apply to the young 
as well as to the aged, but it is precipitated 
in the latter relatively much more often be- 
cause of the much higher incidence of physi- 
cal ailments and because of social stress. 

Health—Health is usually defined in the 
dictionary as “the absence of disease.” This 
definition, being in the negative, hardly suf- 
fices as a working concept. However, it may 
explain why the efforts of the medical pro- 
fession, until recently, have been focused 
almost entirely on treating and preventing 
“disease,” leaving “health” as a vague and 
ill-defined state to be hoped for not 
considered seriously. 

However, efforts are being made to estab- 
lish some parameters for health as a working 
concept. In our clinic we have defined good 
health as that state in which there is the 
maintenance of structure without major loss, 
a continued ability to handle stress, and the 
attainment and maintenance of the maximum 
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degree of physical and mental vigor of which 
one is capable. The Constitution of the World 
Health Organization carries the following 
statement: “Health is a state of complete 
physical, mental, and social well-being and 
not merely the absence of disease or in- 
firmity.” 

Psychosocial health—These definitions 
show us quite readily why today we discuss 
the “‘psychosocial” aspects of health. If a 


- man doesn’t walk, is it because his muscles, 


joints, legs, or heart can’t carry him, or is it 
because he has no desire to walk or no place 
to walk to? How, in the face of any of these 
questions, can we say that there is “well- 
being,” or “physical and mental vigor’? Is 
the basic problem medical, psychological, or 
social ? 

These queries pose the problem of health 
from a multidisciplinary approach for the 
solution of the problem. Dr. Robert T. Mon- 
roe has stated, “The geriatrician who is de- 
termined to conquer malnutrition must go 
far off the beaten path of medicine. His pre- 
scription is equal parts of good food, good 
cooking, good health, good people to eat with, 
good places to eat, good reasons for eating.” 


HEALTH OF AGED PEOPLE 


One might well ask, what is specifically 
geriatric or gerontologic about these prob- 
lems, psychosocial as well as medical? Aren’t 
they faced occasionally by younger people? 
Loss of a job, death of a mate, rejection by a 
child, acute physical illness, high blood pres- 
sure are to be found in the experience of all 
age groups. : 

The answer lies in the total picture that 
faces the aged person. It is not only this prob- 
lem or that; it is a galaxy of problems that 
present themselves simultaneously, a time in 
life when the resources available to meet 
these problems are at a minimum. One prob- 
lem often precipitates another, resembling 
very much the effect of tenpins knocking 
each other down, something that rarely hap- 
pens to the youngster. 

Take, for example, the effect of a coronary 


2. Robert T. Monroe, Diseases in Old Age (Cam- 
bridge: Harvard University Press, 1951), p. 291. 
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thrombosis. It is true that the anatomical, 
physiological, and pathological patterns in 
the diseased heart blood vessels in both a 
young person and an aged one are very much 
alike. The latter, however, faces the problem 
of a coronary thrombosis in an aged heart . 
which has the defects of other cardiac dam- 
age accumulated through the years. This 
heart lives in an aged body which has much 
diminished pulmonary, cerebral, and kidney 
reserves. This body lives in a community 
which has no place for an aged person. This 
aged person has’ already consigned himself 
to the wastebasket as being “old,” just as the 
society in which he grew up categorized aged 
people as belonging in the same wastebasxet. 
It is this complex of problems, all interfer- 
ing with the well-being of the aged person, 
that calls for special interests, special atti- 
tudes, and special skills upon the doctor’s 
part. 


THE GERIATRIC CLINIC AND ITS PSYCHOSOCIAL 
ASPECTS 


The Geriatric Clinic of Jackson Memorial 
Hospital and the University of Miami is 
strongly psychosocially oriented. I would like 
to point out to you some of the ways in which 
this orientation modifies the work we do. 

The concept of a human being and the 
manner in which he functions. We think of 
a person as an ego structure or personality 
which resides within a body and uses this 
body as a tool with which to make contact 
with his environment. In this kind of setting 
the body becomes merely the medium by 
which the ego structure is enabled to get 
satisfactions out of the world around it. Al- 
though when aged, this tool is often blunted 
or rusted, its skillful handling will be likely 
to lead to very effective results in achieving 
desired goals. 

The concept of a “gerontologic health eval- 
uation.” When a patient is admitted to a 
hospital setting with a fractured leg, a com- 
plete examination is expected to include such 
items as an X-ray of the leg, the position of 
the bone fragments, and other findings perti- 
nent to the patient’s condition. Also included 
should be such information as blood pressure, 
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lung sounds, heart rate, and a host of other 
data not apparently relevant to the patient’s 
immediate difficulty. This acts as a medical 
screening process. Some information will 
lead to a clearer understanding of the events 
‘that led up to the fracture itself, and some 
information will perhaps reveal medical con- 
ditions not previously suspected. 

It is our belief that an examination as out- 


lined above is incomplete, that it should con- 


tain another section of data, the psychosocial. 
This section should be made a regular part 
of every medical record. 

The physician should be interested in theio 
data for many reasons. We find in working 
with the aged that it is often impossible to 
get an adequate understanding of the patient 
and the problems he and his physician face 
unless such data are integrated into the 
diagnostic evaluations. Some of the questions 
that are commonly in the foreground are: Is 
he accident prone? Will he make excessive 
use of his illness for meeting dependency 
needs? What are the social, economic, and 
psychological burdens that his illness throws 
on the family? 

In addition to these data affecting directly 
the cause of the illness, other information 
may come to light indicating trouble in the 
psychological and social spheres. At this 
point the use of other facilities or agencies 
can be sought to help patients achieve a 
“healthy” state. Although these data are im- 
portant at any age, in the Geriatric Clinic 
work they form a vital segment of the diag- 
nostic evaluation. 

The concept of therapeutic goals for aged 
people. Basically therapeutic goals are the 
same for all people: to restore the sick to 
health and to help the patient achieve the 
goals set out by Dr. Smillie. 


But in actual practice, the physician who 
deals with aged people often develops a sense 
of frustration. The people of whom he takes 
care have chronic progressive illnesses, us- 
ually responding only to symptomatic thera- 
py. Now medical, psychological, and social 
problems crowd in, one on top of the other. 
The physician frequently throws up his 
hands in utter futility and states to the fam- 
ily or the patient, “There is nothing more 
I can do for you.” For the patient this is an 


utter catastrophe. Rejection by the person 
he was looking to for help means the sealing 
of his doom. 

To avoid such difficulties, the clinic has 
worked out a positive set of therapeutic 
goals. First we assess the actual size of the 
“framework of living,” the physical capa- 
cities permit. We next assess the psychoso- 
cial framework of living. Then we ascertain 
how far we can expand these frameworks. 
Having done so, we then make sure that 
these frameworks do not conflict but that 
they act in harmony. This then is the best 
we can do at the moment. Inevitably, in a 
short while, there comes some loss—medical, 
social, or psychological—and the whole 
scheme of living gets upset. Our frameworks 
are then not in harmony and need readjust- 
ing. This is the true goal of the geriatric 
team as it appears to us—to keep the frame- 
work of living as broad and harmonious as 
possible to the very end of life. 

~The community case conference. Each 
month, the Geriatric Clinic presents a fully 
studied case to a group of people working 
with the aged both inside and outside the 
hospital. The kinds of disciplines represented 
at these conferences include the clergy, fami- 
ly service workers, social work students, 
group workers, vocational rehabilitation 
workers, nurses, educators, and others. After 
the social, medical, and psychological data 
have been presented, there is an open dis- 
cussion of the problems this patient faces as 
well as the possible solutions available 
through the combined use of hospital and 
community services. 

This conference serves to alert the geria- 
tric team about community agencies and 
practices and to present to community agen- 
cies and staff our concepts of the whole aged 
person, the problems he faces, and potential 
integrated solutions. 

Health maintenance versus problem solv- 
ing. Most therapy rendered today, whether 
it be medical or psychosocial, is geared to- 
wards solving problems or complaints that 
the patient presents to the therapist. To us it 
seems that this is a limited goal and that the 
approach of the therapist ought to be much 
broader. What has gone on in the patient’s 
past that indicates trouble in the future, and 
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how can a health program be devised. that 
can compensate for this faulty past? Are 
there symptomatic disease patterns now pres- 
ent which are detectable by our studies? 
Having detected them in this early state, can 
we cure them, prevent their further progress, 
or ameliorate their effect as they become 
clinical patterns of illness? Knowing what 
we do about each patient, can we predict his 
future course in the medical and psychosocial 
problem areas? Based on the understanding 
of the patient and our predictions, can we 
chart a course that will enable him to escape 
the worst reefs of old age and to keep from 
foundering? 

‘Psychosocial services as partner or ancil- 
lary service. To us the optimum manner in 
which to render health care for the aged is 
by the close blending of medical, social, and 
psychological services into a team effort. 
The core of the problem is the effective 
mobilization of such a team into a structure 
which permits each discipline freedom of 
action and at the same time integrates these 
actions towards the common goal, the im- 
provement of the patient’s health. 

The physician in our setting becomes the 
co-ordinator of the health team, not the 
director. The social worker and the psycholo- 
gist have direct access to every patient, not 


BOOK 


Patients, Physicians, and Illness. Edited by 
E. Gartly Jaco. Glencoe, Illinois: The Free 
Press, 1958. viii, 600 pp. 

Sociological Studies of Health and Sickness. 
Edited by Dorrian Apple. New York: Bla- 
kiston Division, McGraw-Hill Book Com- 
pany, Inc., 1960. x, 350 pp. 

This reviewer is, in general, allergic to 
books of readings, a great stream of which 
is swamping American campuses from many 
fields. As a rule, such works have no “frame 
of reference,” have little perspective, and 
are lacking in “unity, coherence and em- 
phasis.” In many cases, it makes no differ- 
ence where you begin to read in one of them, 
because they begin nowhere and go no- 
where. The only legitimate situation or valid 


motivation for the production of “readers” 


only those for whom the physician feels there 
is a special problem. In turn, the patient is 
encouraged to make direct contact with the 
social worker and the psychologist as well 
as with the medical team. 

This is only possible in a setting in which 
the social worker and the psychologist are 
recognized as full partners in the therapeutic 
process. The concept of “ancillary services,” 
used only at the physician’s request, is 
dropped in favor of a day-by-day relationship 
of medicine, psychology, and social work, 
each recognizing that only when the three 
work in harmony can we achieve our true 
goal, that is, the attainment and maintenance 
of the maximum degree of physical and 
mental vigor of which the patient is capable. 


CONCLUSION 


Psychosocial aspects of health care of the 
aged have been difficult to incorporate into 
our program because, as yet, this phase of 
health services has not been introduced into 
the usual patterns of medical care. First we 
have had to develop some mechanisms where- 
by this can be done. We believe we are mak- 


ing progress. We hope we are beginning to 


render the kind of medical care to the aged 
recommended by Dr. Smillie in the statement 
quoted at the beginning of this paper. 


REVIEWS 


is in emerging fields of research in which 
there has been too little time to develop a 
unified system of thought. 

One of these emerging fields is found in 
medical sociology and in the application of 
the social sciences in general to all kinds of 
medical settings and problems. This area of 
study is so new that one of the most recent 
and better orientation texts in the social sci- 
ences, in listing the occupational opportuni- 
ties of social scientists, nowhere mentions 
the medical field. 

In the light of the fact that the applica- 
tion of the “behavioral” sciences—a plague 
on the term “behavioral,” which is now in 
the dictionary—to both research and prac- 
tice in the medical field is very new, the 
criticism of reader-writing does not apply 
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to the two books which are here reviewed. 
They bring together a large amount of im- 
portant literature in the new field. 

The editors of Patients, Physicians, and 
Illness, E. Gartly Jaco, and of Sociological 
Studies of Health and Sickness, Dorrian 
Apple, are to be commended for doing a 
good job in compiling and editing these 
works. 

Jaco’s book is the more inclusive of the 
two in its coverage. He begins with an in- 
troductory chapter on “Medicine and Be- 
havioral Science.” Following this, he pre- 
sents in succession selections in seven im- 
portant areas of interest: (1) social and 


personal components of illness; (2) health . 


and the community; (3) sociocultural as- 
pects of medical care and treatment; (4) 
the patient as a person with an illness; (5) 
becoming a physician: medical education; 
(6) healing practices and practitioners; and 
(7) the medical setting: hospital, ciinic, and 
office. The literature in each one of these 
areas is well represented by the editor’s se- 
lections from the writings of outstanding 
specialists in each field. And the concepts 
and problems in each area are well rep- 
resented. 

Under the social and personal components 
in illness, the related problems and concepts 
included are: cultural factors in infant mor- 
tality (Anderson); heart disease (Stern), 
and mortality from chronic diseases (Ellis) 
' as related to socioeconomic status; ecol- 
ogy and epidemiology (Mabry); diseases 
and patterns of behavior (Wolff); psy- 
chological factors in rheumatoid arthritis 
(King); social stresses in middle manage- 
ment (Useem); religious factors in heart 
reactions to stress (King and Funkenstein) ; 
and cultural factors in health and disease 
(Maclachlan). 

The community factors related to public 
health are: social class (Simmons) ; urban 
attitudes (Koos); attitudes toward such 
public health processes as the polio vaccine 


trials (Clausen-Seidenfeld-Deasy) ; socioeco- ° 


nomic status and the use of medical services 
(Graham); culture and food habits (Cas- 
sel); the dynamics of community process 
(Boek); organization for health (Willie- 
Notkin); the apathy of families (Weeks- 
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Davis-Freeman) ; and definitions of health 
and illness (Parsons). 

The sociocultural aspects of medical care 
and treatment are discussed in papers on 
folk medicine (Saunders); folk obstetrics 
and pediatrics (Eaton); what physicians 
think of the level of health information of 
patients (Pratt-Seligman-Reader); ritual 
and magic (Roth); and family factors in 
illness and therapy (Parsons-Fox). 

The patient as a person with an illness is 
treated by discussions of the sick man’s view 
of his world (Lederer) ; cultural components 
in responses to pain (Zborowski) ; psycho- 
logical problems in facial deformities ( Mac- 
gregor) ; the Christian Scientist as a prob- 
lem patient (Hoffman) ; and why people de- 
tour to quacks (Cobb). 

Becoming a physician involves steps or 
stages (Hall); changes in attitudes and 
ideals (Becker-Geer) ; religious implications 
in medical teaching (Westberg) ; the process 
of professionalization (Bloom); and medi- 
cal education as a social process (Kendall- 
Morton). 

To be a physician, a healer, is to be a 
specialist or a general practitioner (Stern) ; 
to go through developmental stages in a ca- 
reer (Terris-Monk) by which one does or 
does not become a good physician (Hoff- 
man) ; to suffer hazards relating to charges 
of malpractice (Medical Economics Staff) ; 
to grapple with the meaning of surgery to 
the patient (Kutner) ; to seek to understand 
cultural factors, for example, in pediatric 
practice (Jeliffe) ; to relate to the specialist 
in anaesthesia (Lortie) ; to relate to the pa- 
tient in “functional” illness (Ferguson) ; and 
to try to understand the alcoholic (Straus). 

In the area of medical settings: hospital, 
clinic, and office, papers were included on 
problems of ideology and communication in 
hospitals (Wessen); lines of authority in 
the hospital (Smith); structure and func- 
tions of state and private mental hospitals 

(Weinberg); teamwork in the operating 
room (Wilson); class factors in a psychi- 
atric out-patient clinic practice (Myers- 
Schaffer) ; economics of doctor-patient re- 
lations (Menzel-Katz) ; the nurse as mother 
surrogate (Schulman); and culture anc 
nursing care (Saunders). 
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Many persons chosen for the editorial staff 
of the Journal of Health and Human Be- 
havior are authors of papers in Patients, 
Physicians, and Illness: Odin W. Anderson, 
Stanley H. King, Ozzie Simmons, Saxon 
Graham, Walter Boek, Talcott Parsons, Lyle 
Saunders, George Reader, Julius A. Roth, 
Oswald Hall, Samuel W. Bloom, Robert K. 
Merton, Bernard Kutner, Robert Straus, Al- 
bert F. Wessen, Harvey L. Smith, Robert 
N. Wilson, and Jerome K. Myers contribute 
much to the value of the work. 

The content of Patients, Physicians, and 
Illness is the only recommendation it needs. 

Dorrian Apple, who is a sociologist in the 
Boston University Department of Sociology 
and in the School of Nursing, focuses her 
attention in Sociological Studies of Health 


and Sickness on “the recognition of need for 


health care,” “the patient’s point of view,” 
“psychosocial processes in illness,” and “the 
organization of hospitals.” 

In the treatment of the recognition of 
need for health care, she makes use of Koos 
(“IlIness in Regionville”’), Deasy (“Socio- 
economic Status and Participation in the Po- 
liomyelitis Vaccine Trial”), DiCicco and 
Apple (“Health Needs and Opinions of Older 
Adults”), Stendler (“Sixty Years of Child- 
Training Practices: Revolution in the Nurs- 
ery”), Simmons (“Popular and Modern 
Medicine in Mestizo Communities of Coast- 
al Peru and Chile”), and Gould (“The Im- 
plications of Technological Change for Folk 
and Scientific Medicine’). 

In considering the patient’s point of view, 
she includes selections from Jewell (“A Case 
of a ‘Psychotic Navajo Indian Male”), Zbor- 
owski (‘Cultural Components in Responses 
to Pain”), Redlich, Hollingshead, and Bel- 
lis (“Social Class Differences in Attitudes 
Toward Psychiatry”), Macgregor (“Some 
Psychological Hazards of Plastic Surgery 
of the Face’), and Coser (‘““A Home Away 
from Home”). 

For the analysis of psychosocial processes 
in illness, she relies on Jackson and Holmes 
(“Alcoholism and Tuberculosis”), Stanton 
and Schwartz (“Observations on Dissocia- 
tion as Social Participation”), Freeman and 
Simmons (“Mental Patients in the Commu- 
nity: Family Settings and Performance Lev- 
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els”), and Bales (“Cultural Differences in 
Rates of Alcoholism’’). 


One might well expect Apple, as a sociolo- 
gist in nursing research and practice, to 
have a special interest in the organization 
of the hospital, the patient’s point of view, 
and psychosocial processes; but she could 
have paid more attention also to the role of 
the physician in medical settings. On the 
organization of the hospital, she includes 
papers from Lentz (“Morale in a Hospital. 
Business Office”), Henry (“The Formal 
Social Structure of a Psychiatric Hos- 
pital’), Sofer (‘Reactions to Administra- 
tive Change’”’), Cumming, Clancey, and Cum- 
ming (“Improving Patient Care Through 
Organizational Changes in the Mental Hos- 
pital”), Belknap (“The Ward Control Sys- 
tem in Action—Ward 30’), and Roth (“Rit- 
ual and Magic in the Control of Contagion’”’). 


Journal editorial staff members whose 
papers appear in Apple’s Sociological Stud- 
ies of Health and Sickness include Dorrian 
Apple, Ozzie Simmons, Joan K. Jackson, A. 
B. Hollingshead, Ivan Belknap, and Julius 
A. Roth. 


No doubt both Patients, Physicians, and 
Illness and Sociological Studies of Health 
and Sickness will be widely used both as ref- 
erence works and as texts. Since there are 
very few duplications in the two books, they 
would fit very well together on the desk of 
any student or practitioner in medical set- 
tings. . 

Austin L. Porterfield 
Texas Christian University 


Handbook of Aging and the Individual: Psy- 
chological and Biological Aspects. Edited by 
James E. Birren. Chicago: University of 
Chicago Press, 1959. 939 pages. $12.50. 


During the past ten years various commit- 
tees of the Gerontological Society and of the 
Division on Maturity and Old Age of the 
American Psychological Association have 
been considering the publication .of an au- 
thoritative summary of the body of widely 
scattered ideas and data in the total area 
of gerontology. No serious attempt in this 
direction has been made since Cowdry’s 
Problems of Aging (1939, with revision by 


n 
1s 
of 
al 
in 
is 
WwW 
ts 
( 
c- \ 
b- 
le- 
or 
nd 
ns 
di- 
a 
1) ; 
Ca- 
or 
ff- 
; 
to 
ind 
ric 
list 
pa- 
and 
is). 
tal, 
on . 
in 
in 
inc- 
tals 
ting i 
chi- 
ers- 
re- 
ther 
and 
\ 


244 | JOURNAL OF HEALTH AND HUMAN BEHAVIOR 


Lansing in 1952). The present handbook, 
which is concerned with the biological and 
psychological bases for changes with age in 
behavior and capacities, is the first of three 
to be published as part of the program of 
the Inter-University Training Institute in 
Social Gerontology. The two later volumes 
will be focused on societal aspects of human 
aging: Handbook of Social Gerontology and 
Aging in Western Societies, edited respec- 
tively by Clark Tiboitts and Ernest W. Bur- 
gess. The purposes of the series are (1) to 
provide instructional and reference materials 
for special training courses and for teachers 


and research investigators in sociology, psy-- 


chology, physiology, medicine and other re- 
lated fields, and (2) to clarify the scientific 
or conceptual bases for future practical ap- 
plication in services to the aged population. 

Dr. Birren and the thirty contributors to 
this first volume have effectively carried out 
these purposes in the biological and psycho- 
logical areas by summarizing and evaluating 
research to date, by raising questions and 
problems, and by suggesting hypotheses for 
future studies. The book opens with a dis- 
cussion of foundations of research on aging. 
Since time may be thought of as pivotal (Bir- 
ren defines research on aging as “the sys- 
tematic inquiry into the regularities in the 
structures and functions of living organisms 
as they move forward in time in the latter 
part of the life-span’), its quantitative and 
qualitative properties and its role in the 
natural sciences and philosophy are treated 
in some detail by Reichenbach, Mathers and 
Landahl. Part II deals with the biological 
bases of aging, including contributions on 
morphology, neurophysiology, neurochemis- 
try and genetics; Part III with the health 
and behavior of the aging individual in 
his environmental settings; and Part IV 
. with the psychological and psychodynamic 
changes which accompany aging. The quan- 
tity and standard of investigations reported 
vary depending not only on amenability to 
research of the data in different disciplines, 
but also on the stage of development of re- 
search techniques specifically applicable to 
studies of aging. As might be expected at 
this time, the investigations in the biological 
and psychological areas tend to be more 


tightly controlled, while in the personality 
and sociological studies the problems of mul- 
tiple variables are still difficult to solve. 
Compared to the Manual of Child Psychol- 
ogy (1946), the aging Handbook’s research 
appears more youthful and less sophisticated 
because of its more recent development as 


‘a field of research investigation. John E. 


Anderson and Harold E. Jones have the dis- 
tinctive versatility to be represented by con- 
tributions in both these books. Incidentally, 
neither volume is recommended for light 
reading since each contributor has delved 
deeply into his particular discipline as he 
discusses concepts and research. 

Graphs, tables, figures and photographs 
appear throughout the Handbook, and bib- 
liographical references follow each chapter. 
A complete name and subject index adds 
further usefulness. Although the volume has 
had a four-year gestation period, the con- 
tents and references are for the most part 
current as of 1959. ; 

The Handbook on Aging and the Individ- 
ual stands as the current definitive refer- 
ence volume on the biological and psycho- 
logical aspects of aging. It represents an 
outstanding contribution to the total field 
of gerontology because of its thorough re- 
view of past and present knowledge and its 
look into the future of this important area 
of investigation. 

Frances C. Jeffers 
Regional Center for the Study of Aging 
Duke University Medical Center 


Medical Care of the Adolescent. By J. Ros- 
well Gallagher, M.D. New York: Appleton- 
Century-Crofts, Inc., 1960. 369 pp. $10.00. 


Reviewing Gallagher’s Medical Care of the 
Adolescent is a very gratifying task. The 
book is to be recommended without reserva- 


tion to all physicians and other professiona!. 


workers interested in the medical care of 
adolescents. It is a practical, comprehensive. 
intelligent discussion of virtually all phases 
of adolescent medicine. 

Outstandingly good are the sections o 
establishing a relationship with the adoles- 
cent patient, on how to work out the compli- 
cated relationship between the parents of th: 
adolescent patient and the physician, and on 


ON 
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how to integrate the patient’s physical care 
with the psychological aspects of the doctor- 
patient relationship. 

There are good practical discussions on the 
physiological manifestations of adolescence 
and the normal variations of which the phy- 
sician must be cognizant in order to under- 
stand and reassure the patient. There are 
also excellent sections on disease entities 
which present special problems during ado- 
lescence such as acne, menstrual disturbance, 
et cetera. In addition to more general infor- 
mation, the authors have included descrip- 
tions of practical tests for vision, physical 
fitness, et cetera which would be very useful 
to anyone working in this field. 

My only criticism of this textbook would 
relate to the fact that the problems of an ado- 
lescent, who presents a definite emotional 
or psychiatric problem that is outside the 
competency of the general physician, pedia- 
trician or internist, have not been adequately 
discussed. Clearly, there is no easy solution 
to the management of the adolescent who 
does not have sufficient insight to be willing 
to aé¢cept psychiatric care. Still, it might have 
been helpful to have more intensive discus- 
sion of ways of handling psychiatric referral 
and methods of approach to an adolescent 
patient, whose parents feel that the patient 
presents problems of sufficient severity to 
require psychiatric care, although the patient 
himself does not. The discussion of tech- 
niques of establishing rapport with the ado- 
lescent is extremely helpful, but may sound 
as if these could always be applied success- 
fully when, in reality, it is a common ex- 
perience to be faced with adolescents who, 
in spite of the best approach, fail to respond 
to suggestions and resist the idea of psychi- 
atric treatment, so that the physician must 
establish limited goals. 

This criticism does not detract from the 
fact that, even in relation to psychological 
problems, this text is one of the most helpful 
that this reviewer has ever encountered. 

Barbara Korsch, M.D. 
The New York Hospital— 
Cornell Medical Center 


Principles of Public Health Administration. 
By John J. Hanlon, M.D. Mosby Company, 
Third Edition, 1960. 714 pp. $10.50. 


It is fitting that a book on public health 
administration should be reviewed in this 
journal of the social sciences applied to 
health, for what is public health work but 
the application of medical and sanitary sci- 
ence to social needs? It is particularly ap- . 
propriate to comment on this third edition 
of Dr. Hanlon’s book, which embodies so 
broad a social conception of the structure and 
functions of public health administration. 

Unlike other textbooks of public health, 
this one contains little on the technological 
aspects of disease prevention. One would 
search it in vain for information on the 


- correct regime for diphtheria immunization 


or the proper method of chlorinating water. 
Instead, the vantage point throughout is, 
broadly speaking, sociological. The adminis- 
trative and organizational aspects of com- 
munity health service are examined in de- 
tail. The structure of health administration 
in government—federal, state, and local—is 
lucidly described, as well as the content and 
rationale of public health law. The economic 
implications of disease and health care are 
explored. Historical perspective is infused 
throughout, not only in distinct chapters and 
sections—but also in the general enrichment 
of the analysis of current public health 
trends. 


There are two chapters built largely from 
data provided by the formal social scien- 
ces, one on “behavioral science and public 
health,” the other on “social pathology and 
public health.” Here Hanlon discusses the 
importance of understanding cultural pat- 
terns in the effective execution of public 
health programs, and presents abundant il- 
lustrations from field experience. The clas- 
sical interdependence of disease and poverty 
is also examined. © 


There is, of course, adequate discussion of 


the conventional rubrics of public health 


from the viewpoint of the administrator. 
Areas such as vital statistics, public health 
nursing, maternal and child health services, 
and environmental sanitation, are covered. 
Within some of these chapters there is a 
fair dose of “how to do it” advice, which is 
only reasonable in a book intended for train- 
ing professional personnel. But even in these 
“practical” chapters, there is a philosophical 
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perspective which: relates the task of the 
health administrator to the larger social and 
political scene. 

If the book has any defect, it is in its 
somewhat loose and wordy style of writing. 
An enormous body of data is encompassed, 
but a courageous blue pencil might have suc- 
ceeded in presenting it in fewer pages of 
tighter prose. Here and there one finds in- 
consistencies: on page 24, “the American 
Medical Association has always given strong 
support to public 1ealth programs and ac- 
tivities,’ while on page 182 and elsewhere 
one reads of the ‘‘strenuous opposition” of 
the medical profession to organized maternal 
and child health services. On page 593, can- 
cer has not really increased (when adjust- 
ments are made for changing age-compo- 
sition and diagnostic improvements), but on 
page 684, “there seems to be no question of 
a real increase” in it. Some readers also may 
find the viewpoint, in places, a bit parochial 
—as in the meagre significance attached to 
the health activities of departments of edu- 
cation or departments of labor, in contrast 
to those of public health agencies. 

But these are minor faults in a book which 
sees public health as coterminous with meet- 
ing the total health needs of society, and 
not limited solely to the mass prevention of 
disease. There are important chapters on 
“chronic diseases and adult health’ and on 
the thorny problems of medical care organ- 
ization (“public health, the private physi- 
cian, and medical care”). The treatment of 
mental health, rehabilitation, and occupa- 
tional health services might be somewhat 
strengthened in another edition. 

The book is liberally provided with tables 
and listings of key data for the student or 
the busy administrator. It is well indexed 
and neatly printed. It concludes with a chap- 
ter looking to the future, which really serves 
as a fine review of significant recent trends 
in all facets of health need and health serv- 
ice. Above all, the content and conceptions 
of modern health administration are present-. 
ed with an enthusiasm and excitement which 
should inspire the student and add zest to 
the task of the administrator. 

Milton I. Roemer, M.D. 
Cornell University 


Reflexes to Intelligence: A Reader in Clin- 
ical Psychology. By Samuel J. Beck and Her- 
man B. Molish. Glencoe, Illinois: Free Press, 
1959. xv, 669 pp. $8.50. 


It is certainly worth calling to mind that 
the practice and discipline called clinical psy- 
chology did not, in the broad sense, have its 
beginning in the appearance of the Binet- 
Simon scales nor in the invention of Ror- 
schach’s test, nor even in the concern of a 
Galton for what are referred to as individ- 
ual differences. Likewise it did not emerge 
simply from the science of general psy- 
chology. It has begged, borrowed, stolen and 
interacted with a rather marvelous assort- 
ment of sciences, arts and philosophies—and 
magics, too—often in reciprocal manner. 

That clinical psychology has a history, 
that its intellectual roots are variegated and 
that it owes current debts are facts effec- 
tively documented in this volume through 
the medium of selected excerpts from the 
writings of prominent creditors. While the 
emphasis is chiefly contemporary, the cov- 
erage extends backward into “the wisdom 
of the ages,” clearly indicating’ that poets 
at least were concerned with ‘“clinical’’ prob- 
lems, even before the days of Veterans Ad- 
ministration support for clinical psychology. 
In selecting among the writings of the ‘“an- 
cients,” it may be presumed that Beck and 
Molish omitted the Graeco-Roman philos- 
ophers and Hellenic mythology from a be- 
lief that these were old hat anyway. But 
this is a book about clinical psychology, 
not about the making of western civiliza- 
tion; and one must choose. 


Let it be said that Beck and Molish have 
chosen well—the papers reprinted are good 
ones and each has some bearing on either 
psychology or that which is “clinical.” Fur- 
thermore, the introductions preceding each 
of the book’s seven sections are integrative, 
pleasant, and contribute a continuity to the 
work as a whole. In addition, very extensive 
lists of relevant “auxiliary readings” are 
appended to each section. 


As a result of their efforts to portray the 
grand scope of clinical psychology, Beck and 
Molish parade a remarkable array of per- 
sonages. In addition to those thinkers one 
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would expect to encounter, like Dewey and 
James, Binet and Terman, Freud and Ror- 
schach, et al., there are others who might 
seem unlikely prospects—Ebbinghaus, Titch- 
ener, Watson. And, on the other hand, there 
are peculiar omissions, like Knight Dunlap, 
Henry Murray, Bruno Klopfer, and B. F. 
Skinner. 

Many of the earlier historical references 
are, of course, part of the intellectual heri- 
tage of psychology as a whole, and not pe- 
culiarly of clinical psychology. But they 
serve nicely to make the point that clinical 
psychology does not, and never did, exist 
in a vacuum. Hence, perusal of this book 
will prove salubrious to the beginning stu- 
dent in clinical psychology, should he thereby 
become aware that there is more to his 
speciaity than psychoanalysis and the giving 
of tests. By the same token, the book may be 
commended to the attention of the non- 


clinician in the hope that he will discover, 


perhaps to his surprise, that clinical psy- 
chology and Rorschach are not synonymous 
terms. This is especially so, since Beck and 
Molish attempt not only to chart roots and 
thereby lend perspective to their discipline 
but also indicate directions in which the field 
seems to be moving. 

However, there is one notable criticism to 
which the book must fall a victim. The au- 
thors note their awareness that selection 
necessarily entails exclusion and opens the 
door to debate. And unfortunately such. de- 
bate often degenerates into quibbling. It is 
no quibble, however, to regret that a book 
which strives to be representative should 
give such short shrift to the contributions 
of the social sciences. G. H. Mead, Cooley, 
Malinowski, Benedict, Whorf, Linton, Hol- 
lingshead, Davis, Havighurst, Merton and 
others like them are nowhere in evidence, 
even though Section VI is entitled “Humans 
in Their Social Context.” This neglect is a 
rather unfortunate instance of what Kings- 
ley Davis has termed the “‘psychologistic ori- 
entation.” As a result, an increasingly siza- 
ble proportion of the thinking in the field 
of clinical psychology fails of adequate rep- 
resentation, and the perspective tends, con- 
sequently, to be a bit astigmatic. 

Yet, all in all, this is a work to be wel- 


comed, though an index would have been 
nice, and this reviewer must confess to be- 
ing still uncertain as to what the authors 
intended to convey by their title. 

Raymond G. Hunt 
Washington University 


The Negro Professional Class. By G. Frank- 
lin Edwards. Glencoe, IIl.: Free Press, 1959. 
224 pp. $4.00. 


Mr. Edwards presents an analysis of oc- 
cupational mobility among a sample of the 
Negro professional class of one community. 
He analyzes the differences and the similar- 


ities of origin of the respondents who were 


members of the medical profession, repre- 
sented by physicians and dentists; teaching 
profession, represented by college teachers; 
and the legal profession. The findings are 
compared throughout with other studies of 
occupational mobility among whites and the 
differences noted. 


Two principal differences were noted be- 
tween the patterns of mobility among Ne- 
groes and whites who are professionals. 
First, a majority of the former came from 
families in which the father was a white 
collar worker, as opposed to studies of white 
professionals which show the concentration 
of fathers in the proprietor group. Secondly, 
a larger percentage of the respondents came 
from families where the father was a semi- 
skilled or service worker than has been found 
in other studies. 

With reference to the medical profession, 
the author notes the emphasis placed on its 
desirability as an occupational choice by the 
respondents’ families and the high status of 
the profession in the Negro community. Gen- 
erally, the factors which had been found in 
other studies of occupational mobility among 
professionals, were substantiated in this 
study with the above exception. 

The author has presented a readable and 
provocative analysis of occupational mobil- 
ity within an ethnic community which due 
to historical events needed to provide itself 


' with professional services within a relatively 


short period of time. 
Neil H. Cheek, Jr. 
Washington University 
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Cases in Hospital Administration. By George 
F. Billington. New York: School of Public 
Health and Administrative Medicine, Colum- 
bia University, 1959. 174 pp. Limited free 
distribution. 


It is very tempting to review this book 
from the standpoint of the tensions and 
stresses in hospital administration revealed 
in many of the cases. In the first place, how- 
ever, this is not the purpose of the compila- 
tion, and in the second place, the cases ap- 
pear to have been sufficiently disguised so 
that data available might be suspect. 

. The author states in his preface that there 


are four purposes which the study is de- 


signed to serve, and comment will be con- 
cerned with how well, in the reviewer’s opin- 
ion, these have been met. 

It should be stated at once that this is the 
first publication of its kind for general use, 
and much credit is due for what is a sub- 
stantial achievement. Forma! programs in 
hospital administration have become well 
established, but there is a paucity of teach- 
ing materials. There are no textbooks as 
such; there are several volumes of detailed 
description of hospital operation, a plethora 
of articles on “how to do it,” some scrutiny 
by social scientists of one aspect or another 
of hospital organization, and a few doctoral 
dissertations which have had a very limited 
circulation. The question as to the nature of 
the body of systematic knowledge from 
' which these teaching materials may be 
drawn, or to which they should contribute, 
is a very interesting one, but not here rele- 
vant. There are programs which do need 
teaching materials. 

The first two purposes of the present vol- 
ume are to review the current theory dealing 
with the use of case materials in graduate 
education, and to introduce case study tech- 
niques to faculty and students of hospital 
administration and to practitioners in the 
field. Billington has ably summarized the 


argument for the case method, with which. 


many teachers will be familiar. This is clear 
and succinct; it will be acceptable to pro- 
ponents of the method, and furnish targets 
for those who feel it has serious shortcom- 


ings. In any case, it is hoped that readers, 
who may not already have done so, will avail 
themselves of the references provided. 

The presentation of the cases is, of course, 
the primary objective, and the-one in terms 
of which this book should be judged. There 
are twenty-three of them, one of which is 
analyzed as a demonstration. The remainder 
cover a wide variety of problem situations in 
hospital operation and administration. 

_ The range is from the minor incident to 
the major crisis. All of them are based upon, 
or portray, actual events and situations. They 
have an authentic flavor; and any hospital 


- administrator will find familiar elements. 


The amount of data varies considerably, and 
it appears that there may have been some 
attempt to condense it. For comparison with 
what is being done in other fields, one may 
refer to the Inter-University Case Program: 
Cases in Public Administration and Policy 
Formation. Case number 47 in this series, 
“The Reorganization of Philadelphia Gen- 
eral Hospital,” approached from a somewhat © 
different point of view, affords much more 
detail, background, historical data, and per- 
sonal philosophies of participants than is to 
be found in this volume. 

As teaching materials, the usefulness of 
these cases, in the reviewer’s opinion, will 
depend very much on the knowledge and 
competence of the instructor. Not all that is 
required is there; and there must be an 
imaginative use of certain items in many of 
the cases to stimulate the student to examine 
his own understanding of problem areas, and 
to reexamine, or to develop, his own position. 
The by-roads are more important than the 
main highway in the collection. Students un- 
doubtedly will approve, or disapprove, of the 
decisions recorded, or they will arrive at 
their own; but decision making under these 
circumstances may be too much of a game. 

This book constitutes an excellent begin- 
ning on a needed task. One may hope it will 
lead to further refinements in the provision 
of cases for the study of hospital adminis- 
tration. 

Frederick C. Le Rocker 


Sloan Institute of Hospital Administration 
Cornell University 
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